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FISCAL  YEAR  1991  BUDGET  ISSUES  RELATED 
TO  THE  INCREASE  IN  THE  VOLUME  OF  MEDI- 
CARE PHYSICIAN  SERVICES 


THURSDAY,  MAY  3,  1990 

House  of  Representatives, 
Committee  on  Ways  and  Means, 

Subcommittee  on  Health, 

Washington,  D.C. 
The  subcommittee  met,  pursuant  to  notice,  at  9:37  a.m.,  in  room 
1310-A,  Longworth  House  Office  Building,  Hon.  Fortney  Pete 
Stark  (chairman  of  the  subcommittee)  presiding. 
[The  press  release  announcing  the  hearing  follows:] 
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FOR  IMMEDIATE  RELEASE  PRESS   RELEASE  428 

THURSDAY,    APRIL  19,    1990  SUBCOMMITTEE  ON  HEALTH 

COMMITTEE  ON  WAYS  AND  MEANS 
U.S.    HOUSE  OF  REPRESENTATIVES 
1102   LONGWORTH  HOUSE  OFFICE  BLDG. 
WASHINGTON,    D.C.  20515 
TELEPHONE:    (202)  225-7785 


THE  HONORABLE  PETE  STARK   (D.,    CALIF.),  CHAIRMAN, 
SUBCOMMITTEE  ON  HEALTH,    COMMITTEE  ON  WAYS  AND  MEANS, 
U.S.    HOUSE  OF  REPRESENTATIVES, 
ANNOUNCES  A  HEARING  ON 
FISCAL  YEAR  1991  BUDGET  ISSUES  RELATED  TO  THE 
INCREASE   IN  THE  VOLUME  OF  MEDICARE  PHYSICIAN  SERVICES 


The  Honorable  Pete  Stark  (D. ,   Calif.),  Chairman, 
Subcommittee  on  Health,   Committee  on  Ways  and  Means,   U.S.  House 
of  Representatives,   announced  today  that  the  Subcommittee  will 
hold  a  hearing  on  fiscal  year  1991  budget  issues  related  to  the 
increase  in  the  volume  of  Medicare  physician  services.  The 
hearing  will  be  held  on  Thursday,  May  3,   1990,   beginning  at 
9:30  a.m.,   in  room  1310-A  Longworth  House  Office  Building. 

In  announcing  the  hearing.   Chairman  Stark  said:  "Medicare 
Part  B  is  the  most  rapidly  growing  domestic  Federal  program. 
After  adjustments  for  general  inflation  and  the  increase  in  the 
number  of  beneficiaries,   real  spending  per  beneficiary  grows  at 
more  that  eight  percent  per  year. 

Since  over  half  of  the  growth  in  Part  B  is  due  to  the 
increase  in  the  volume  of  physician  services,  policies  addressing 
the  volume  problem  are  among  the  most  important  facing  the 
Medicare  program.     Success  will  require  the  active  efforts  of 
both  physician  associations  and  individual  physicians." 

Oral  testimony  will  be  heard  from  invited  witnesses  only. 
However,   any  individual  or  organization  may  submit  a  written 
statement  for  consideration  by  the  Subcommittee  and  for  inclusion 
in  the  printed  record  of  the  hearing. 

BACKGROUND 

The  cost  of  Medicare  physician  services  is  projected  to 
increase  by  more  than  13  percent  in  1991.     Two  percent  of  this 
growth  is  due  to  increases  in  the  number  of  beneficiaries,  and 
3.6  percent  is  due  to  increases  in  price.       The  remaining 
increase  of  more  than  seven  percent  is  due  to  the  growth  in  the 
volume  and  intensity  of  services  per  beneficiary. 

Analyses  of  variations  in  medical  practice  between 
geographic  areas  has  shown  wide  variations  in  the  use  of  many 
medical  procedures. 

For  instance,  residents  of  New  Haven,  Connecticut  are  twice 
as  likely  to  undergo  coronary  artery  bypass  surgery  as  residents 
of  Boston,  Massachusetts.     On  the  other  hand,   Boston  residents 
are  more  likely  to  be  hospitalized  than  residents  in  New  Haven. 
Ovf^r-^  1  1 ,    thp  two  communities  h^ve  the  same  mortality  rates. 

Growth  in  the  volume  of  services  is  uneven.     Some  services, 
such  as  cataract  surgery,   cardiac  catheterizations  and 
endoscopies,   are  growing  in  excess  of  2  0  percent  per  year. 
Others,   such  as  office  and  hospital  visits,  are  increasing  at 
less  than  five  percent  per  year.     The  volume  of  specialized 
services  is  growing  faster  than  the  volume  of  primary  care 
services. 

There  is  strong  evidence  of  over-use  of  many  services. 
Research  has  shown  that  17  percent  of  upper  respiratory 
endoscopies,   14  percent  of  coronary  bypass  surgeries,  and 
2  0  percent  of  pacemaker  implants  may  be  inappropriate. 
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The  Omnibus  Budget  Reconciliation  Act  of  1989   (OBRA  '89), 
enacted  on  December  21,   1989,   established  the  Medicare  Volume 
Performance  Standard  system.     Under  this  policy,   an  annual  target 
rate  of  growth  in  expenditures  is  established.     If  expenditures 
grow  more  than  the  standard,   future  fee  updates  will  be  reduced. 
If  expenditures  are  below  the  standard,  the  update  will  be 
increased.     The  initial  standard  allows  for  Medicare  physician 
spending  to  increase  by  9 . 1  percent  in  fiscal  year  1990. 


DETAILS   FOR  SUBMISSION  OF  WRITTEN  COMMENTS: 

For  those  who  wish  to  file  a  written  statement  for  the 
printed  record  of  the  hearing,   six   (6)   copies  are  required  and 
must  be  submitted  by  the  close  of  business  on  Friday, 
May  18,   1990,   to  Robert  J.   Leonard,   Chief  Counsel,   Committee  on 
Ways  and  Means,  U.S.   House  of  Representatives,   1102  Longworth 
House  Office  Building,   Washington,   D.C.   20515.     An  additional 
supply  of  statements  may  be  furnished  for  distribution  to  the 
press  and  public  if  supplied  to  the  Subcommittee  office, 
1114  Longworth  House  Office  Building,   before  the  hearing  begins. 

SEE  FORMATTING  REQUIREMENTS  BELOW; 

Each  statement  presented  for  printing  to  the  Committee  by  a  witness,  any  written  statement  or  exhibit  submitted  for  the 
printed  record  or  any  written  comments  in  response  to  a  request  for  written  comments  must  conform  to  the  guideimes  listed  below. 
Any  statement  or  exhibit  not  in  compliance  with  these  guidelines  will  not  be  printed,  but  will  be  maintained  in  the  Committee 
files  for  review  and  use  by  the  Committee. 

1 .  All  statements  and  any  accompanying  exhibits  for  printing  must  be  typed  in  single  space  on  legal-size  paper  and  may  not 
exceed  a  total  of  10  pages. 

2.  Copies  of  whole  documents  submitted  as  exhibit  material  will  not  be  accepted  for  printing.  Instead,  exhibit  material  should 
be  referenced  and  quoted  or  paraphrased.  All  exhibit  material  not  meeting  these  specifications  will  be  maintained  In  the 
Committee  files  for  review  and  use  by  the  Committee. 

3.  Statements  must  contain  the  name  and  capacity  in  which  the  witness  will  appear  or.  for  written  comments,  the  name  and 
capacity  of  the  person  submitting  the  statement,  as  well  as  any  clients  or  persons,  or  any  organization  for  whom  the  witness 
appears  or  for  whom  the  statement  is  submitted. 

4.  A  supplemental  sheet  must  accompany  each  statement  listing  the  name,  full  address,  a  telephone  number  where  the  witness 
or  the  designated  representative  may  be  reached  and  a  topical  outline  or  summary  of  the  comments  and  recommendations 
in  the  full  statement  This  supplemental  sheet  will  not  be  included  in  the  printed  record. 

The  above  restrictions  and  limitations  apply  only  to  material  being  submitted  for  printing.  Statements  and  exhibits  or 
supplementary  material  submitted  solely  for  distribution  to  the  Members,  the  press  and  public  during  the  course  of  a  public  hearing, 
may  be  submitted  in  other  forms. 
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Chairman  Stark.  The  Health  Subcommittee  of  the  Committee  on 
Ways  and  Means  will  begin  its  hearing  today.  Our  minority  col- 
leagues have  been  involved  in  another  meeting  and  will  be  a  few 
moments  late,  and  have  agreed  that  we  may  proceed.  They  didn't 
want  to  listen  to  my  opening  statement,  anyway. 

We  will  be  enlightened  today  on  the  issue  of,  and  begin  hearings 
on,  the  volume  of  Medicare  physician  services.  Medicare  spending, 
allowing  for  inflation  and  increases  in  beneficiaries,  on  its  present 
course  will  triple  in  10  years  for  part  B  fees.  Most  studies  show 
that  the  increases  in  volume  and  the  intensity  of  services  is  respon- 
sible for  about  half  of  that  growth. 

Physician  services  per  beneficiary  are  expected  to  double  in  the 
next  10  years.  The  increase  in  volume  and  costs  poses  a  real  prob- 
lem to  the  Medicare  system,  and  to  the  integrity  of  the  trust  fund. 
While  we  cannot,  by  ourselves,  limit  the  growth  and  cost  of  physi- 
cian services,  we  hope  we  can  put  a  damper  on  the  increase  by  ad- 
justing fees. 

Those  fees,  by  themselves,  are  just  prices,  really,  and  as  you  all 
know  from  economics  I,  won't  by  themselves  control  the  volume. 
There  are  those  who  spend  thousands  of  dollars  advertising  in  the 
Washington  Post  who  indicate  that,  indeed,  if  we  lower  the  fees,  we 
will  just  raise  the  volume  and  encourage  creative  v/ays  to  increase 
volume  at  lower  fees. 

I  suppose  you  could  play  that  game  for  a  long  time  and,  at  some 
point,  people  would  get  tired  of  getting  loose  change  in  response  for 
procedures,  but  there  has  to  be  some  common  ground  on  which  we 
can  encourage  people  to  control  the  aggregate  costs. 

We  have  established  financial  incentives  for  physicians,  the 
volume  performance  standards,  and  we  hope  that  there  are  some 
rewards  for  physicians  who  are  successful  in  reducing  growth  in 
volume  and,  indeed,  some  financial  incentives  to  dissuade  people 
from  increasing  volume. 

Congress  set  a  modest  goal  of  a  half  a  percent  reduction  in  the 
rate  of  growth.  That  means  that  in  1991,  I  believe  it  would  drop  to 
10,  rather  than  10.5,  our  goal.  The  Secretary  has  recommended  a 
3.7  reduction  in  the  volume  of  services.  Whether  the  incentives  of 
the  MVPS  will  change  the  way  physicians  practice  or  not  depends 
on  the  participation  of  the  individual  physician,  more  particularly 
the  physician  organizations. 

Ultimately,  the  medical  profession  has  to  accept  the  responsibil- 
ity for  increases  in  the  volume  of  services  and  must  establish  poli- 
cies and  programs  that  limit  volume  growth.  It  should  be  empha- 
sized that  the  objective  of  the  MVPS  system  is  to  slow  the  rate  of 
growth  in  volume. 

The  literature  is  filled  with  examples  of  services  that  have  been 
judged  to  be  inappropriate,  unnecessary  and,  in  some  anecdotal  in- 
stances, just  plain  crazy.  While  the  cost  of  such  unnecessary  serv- 
ices is  subject  to  debate,  there  is  a  broad  consensus  that  Medicare 
is  paying  for  many  services  that  provide  little  or  no  medical  bene- 
fit. 

Reducing  the  volume  of  unnecessary  services  will  allow  the  over- 
all rate  of  growth  to  be  slowed  and  maintain  access  to  medically 
necessary  services.  The  issue  is  not  whether  the  growth  should  be 
restrained,  but  rather  how  this  can  best  be  accomplished.  This  is 
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going  to  require  a  comprehensive  effort  with  contributions  and  sup- 
port and  cooperation  from  physicians,  researchers,  peer-review  or- 
ganizations, insurers.  Congress,  economists  and  the  administration. 

Inappropriate  patterns  must  be  identified,  and  policies  need  to  be 
developed  that  change  the  behavior  and,  again,  that  cannot  be 
done  by  fiat  or  by  law.  Practice  guidelines,  alone,  won't  control 
volume.  Many  experts  believe  that  most  guidelines  will  only  in- 
crease volume.  Guidelines  for  some  services  have  been  available  for 
years,  and  I  have  not  seen  a  study  documenting  the  impact  of  prac- 
tice guidelines  on  the  care  of  the  average  Medicare  patient. 

Programs  must  be  developed  and  implemented  to  insure  a 
change  in  medical  practice.  This  should  include  both  educational 
and  peer-review  programs.  Controlling  the  growth  in  volume  is  the 
most  significant  challenge  facing  the  medical  profession  in  the  next 
decade.  Success  or  failure  will  have  far-reaching  implications  on 
the  future  of  medical  practice  in  this  country. 

Before  I  recognize  my  distinguished  ranking  member,  I  would 
just  like  to  say  and  I  think  I  speak  for  the  entire  committee,  cer- 
tainly for  the  Chair,  that  this  committee  does  not  intend,  and  has 
never  intended  so  far  as  I  am  aware,  to  deal  with  limiting  or  re- 
straining or  directing  the  individual  physician  as  he  or  she  deals 
with  a  particular  patient. 

Obviously,  we  have  been  accused  in  the  past  of  putting  in  a  ra- 
tioning program.  That  is  ludicrous  and  somewhat  misleading  on  its 
face.  You  can  adjust  fees,  and  you  can  hope  to  influence  practices 
such  as  people  running  vans  around  town  to  solicit  cataract  sur- 
gery and  have  individual  physicians  grossing  $6  million. 

Again,  there  is  nothing  in  any  law  or  anjnthing  suggesting  that 
we  would  penalize  any  individual  physician  if  they  were  aggressive 
enough  to  want  to  perform  that  many  procedures.  But,  in  the  ag- 
gregate, we  are  going  to  have  to  do  something,  and  we  are  not 
going  to  be  able  to  do  it  alone. 

We  have  had  tremendously  good  cooperation  from  not  only 
PhysPRC,  its  staff,  and  its  members,  but  also  from  the  groups  rep- 
resenting the  various  medical  specialties.  They  all  win  a  gold  star 
for  being  very  helpful  and  patient  with  us.  We  are  not  profession- 
als, and  the  input  from  the  entire  medical  fraternity,  and  the  pro- 
fessionals who  advise  us  has  been  outstanding.  I  just  wanted  to 
thank  them  all  for  their  cooperation. 

This  is,  perhaps,  the  thorniest  sort  of  wicket  that  we  are  going  to 
have  to  go  through,  and  we  are  not  sure  we  will  be  able  to  control 
costs  when  we  are  done.  But  we  are  going  to  try  our  best.  I  just 
want  to  thank  in  advance  all  of  those  people  who  have  cooperated 
with  us  over  these  past  couple  of  years  to  begin  this  process. 

Mr.  Gradison. 

Mr.  Gradison.  I  don't  have  anything,  Mr.  Chairman. 

Chairman  Stark.  We  are  pleased  to  welcome  Dr.  Phil  Lee  from 
California,  who  is  Chairman  of  the  Physician  Payment  Review 
Commission  and  who  is  accompanied  by  Dr.  Paul  Ginsburg,  its  Ex- 
ecutive Director.  We  are  happy  to  have  you  both  back  once  again. 
Please  proceed  in  any  manner  you  are  comfortable. 

[The  statement  of  Chairman  Stark  follows:] 


6 


Opening  Statement  of  Hon.  Fortney  Pete  Stark,  Chairman 

Allowing  for  inflation  and  increases  in  the  number  of  beneficiaries,  Medicare  Part 
B  spending  will  triple  in  10  years. 

Most  studies  have  shown  that  increases  in  the  volume  and  intensity  of  services  is 
responsible  for  at  least  half  of  this  growth.  The  volume  of  Medicare  physician  serv- 
ices per  beneficiary  is  expected  to  double  in  the  next  10  years. 

This  increase  in  volume  and  costs  threatens  the  long  term  financial  stability  of 
Medicare  Part  B.  We  must  find  ways  to  limit  the  growth  in  spending  by  controlling 
the  volume  of  services. 

The  committee  can  not,  by  itself,  limit  growth  in  the  volume  and  cost  of  physician 
services.  We  can  restrain  costs  by  limiting  fees,  but  pricing  policies  don't  control 
volume.  In  fact,  some  believe  that  reducing  fees  has  the  perverse  effect  of  stimulat- 
ing even  faster  growth  in  the  volume  of  services  as  physicians  try  to  recoup  their 
losses. 

The  committee  has  established  financial  incentives  for  physicians  to  control 
volume.  Known  as  Medicare  volume  performance  standards,  or  MVPS,  this  policy 
rewards  physicians  who  are  successful  in  reducing  growth  in  volume  while  penaliz- 
ing those  whose  increase  in  volume  is  unrestrained. 

For  fiscal  year  1990,  Congress  set  a  modest  goal  of  a  one-half  of  1  percent  reduc- 
tion in  the  rate  of  growth  in  physician  expenditures.  For  fiscal  year  1991,  the  Secre- 
tary has  recommended  a  3.7  percent  reduction  in  the  volume  of  physician  services. 

However,  whether  the  incentives  of  the  MVPS  policy  will  change  medical  practice 
depends  on  the  participation  of  individual  physicians  and  physician  organizations. 
Ultimately,  the  medical  profession  must  accept  responsibility  for  increases  in  the 
volume  of  services,  and  must  establish  policies  and  programs  to  limit  volume 
growth. 

It  should  be  emphasized  that  the  objective  of  the  MVPS  system  is  to  slow  the  rate 
of  growth  in  volume.  The  literature  is  filled  with  examples  of  services  that  have 
been  judged  to  be  inappropriate  or  unnecessary.  While  the  cost  of  such  unnecessary 
services  is  subject  to  debate,  there  is  a  broad  consensus  Medicare  is  paying  for  many 
services  that  provide  little  or  no  medical  benefit. 

Reducing  the  volume  of  unnecessary  services  will  allow  the  overall  rate  of  growth 
to  be  slowed  while  maintaining  access  to  medically  necessary  services. 

The  issue  is  not  whether  volume  growth  should  be  restrained,  but  rather  how  can 
this  be  accomplished. 

This  will  require  a  comprehensive  effort,  with  contributions  and  support  from 
physicians,  researchers,  peer  review  organizations,  insurers,  Congress,  and  the  Ad- 
ministration. 

Inappropriate  patterns  of  care  must  be  identified,  and  then  policies  developed  to 
change  the  behavior  of  the  average  practicing  physician. 

Practice  guidelines  alone  will  not  control  volume  and  costs.  In  fact,  many  experts 
believe  that  most  guidelines  will  only  increase  volume  and  costs. 

While  guidelines  for  some  services  have  been  available  for  years,  I  have  not  seen 
a  single  study  documenting  the  impact  of  practice  guidelines  on  the  care  of  the  av- 
erage Medicare  patient. 

Programs  must  be  developed  and  implemented  to  insure  a  change  in  medical 
practice.  This  should  include  both  educational  and  peer  review  programs. 

Controlling  the  growth  in  volume  is  the  most  significant  challenge  facing  the 
medical  profession  in  the  next  decade.  Success  or  failure  will  have  far-reaching  im- 
plications for  the  future  of  medical  practice  in  this  country. 

I  hope  that  today's  hearing  will  be  a  first  step  in  finding  workable  solutions. 

STATEMENT  OF  PHILIP  R.  LEE,  M.D.,  SAN  FRANCISCO,  CALIF., 
CHAIRMAN,  PHYSICIAN  PAYMENT  REVIEW  COMMISSION,  AC- 
COMPANIED BY  PAUL  B.  GINSBURG,  PH.D.,  EXECUTIVE  DIREC- 
TOR 

Dr.  Lee.  Thank  you,  Mr.  Chairman.  I  would,  first,  like  to  submit 
our  full  statement  for  the  record.  I  would,  also,  like  to  say  at  the 
outset  that  I  think  your  opening  statement  clearly  defined  the 
problem  with  respect  to  volume  of  physician  services  in  the  Medi- 
care program  and  the  responsibilities  that  the  medical  profession 
must  assume  to  deal  with  the  problem. 
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I  would  also  add  that  the  Medicare  fee  schedule,  which  you  en- 
acted last  year,  based  on  resource  costs,  will  also  contribute  to  solv- 
ing the  problem  of  this  rapid  increase  in  expenditures.  That  is,  I 
think,  the  other  side  and  a  very  important  side  of  the  coin. 

Let  me  get  right  to  the  issues.  For  at  least  a  decade,  and  I  would 
say  for  a  good  deal  longer,  the  rapid  growth  of  physician  expendi- 
tures has  placed  increasing  financial  burdens  on  beneficiaries,  and 
it  has  drawn  on  Federal  resources  that  might,  more  appropriately, 
be  devoted  to  other  public  needs. 

It  is  the  Commission's  judgment,  we  believe  shared  by  the  Con- 
gress, that  growth  in  physician  expenditures  must  be  slowed  to  a 
lower  sustainable  rate.  We  believe  that  the  volume  performance 
standard  system  provides  a  collective  incentive  to  the  physician 
community  to  slow  the  growth  of  expenditures  to  Medicare  benefi- 
ciaries. It  is  intended  that  this  be  accomplished  by  reducing  serv- 
ices that  provide  little  or  no  benefit  to  patients  rather  than  by 
holding  down  physician  fees. 

On  April  15  of  each  year,  the  Secretary  of  Health  and  Human 
Services  recommends  a  performance  standard  rate  of  increase  for 
the  following  year.  The  Commission,  then,  comments  on  the  Secre- 
tary's recommendations  and  offers  its  own  recommendations  to 
Congress  by  May  15. 

On  April  16,  1990  of  this  year,  the  Secretary  recommended  a 
volume  performance  standard  rate  of  increase  for  fiscal  1991  of  8.7 
percent  for  surgery,  10.5  percent  for  nonsurgical  services,  and  9.9 
percent  for  all  services  together.  The  Secretary  made  full  allow- 
ance for  expenditure  growth  due  to  inflation,  increases  in  enroll- 
ment, increases  in  the  average  age  of  beneficiaries,  and  the  effects 
of  prior  legislation. 

While  providing  an  allowance  for  an  increase  in  volume  and  in- 
tensity per  enrollee  of  one-half  of  the  Department's  estimated 
annual  growth  of  expenditures  from  fiscal  year  1986  to  fiscal  year 
1990  in  excess  of  that  attributable  to  inflation,  enrollment  and 
aging. 

At  its  recent  meeting  of  April  26  and  27,  the  Commission  exam- 
ined the  Secretary's  recommendation  and  the  rationale  provided 
for  them.  The  Commission  then  chose  to  recommend  an  alternative 
volume  performance  standard  rate  of  increase  based  on  reasoning 
somewhat  different  from  the  Secretary's.  The  Commission  will  rec- 
ommend a  VPS  rate  of  increase  of  11.2  percent  overall,  with  a  rate 
of  increase  for  surgical  services  of  9.3  percent  and  for  nonsurgical 
services  of  12.1  percent. 

In  developing  its  recommendations,  the  Commission  considered 
the  effects  of  factors  specified  in  the  legislation  on  projected  ex- 
penditure growth  and  considered  what  rate  of  increase  of  expendi- 
tures each  would  justify.  The  factors  are  inflation,  increases  in  the 
number  and  average  age  of  Medicare  beneficiaries,  changes  in  tech- 
nology, any  problems  with  access,  appropriateness  of  services  that 
Medicare  beneficiaries  receive,  and  any  other  relevant  factors  such 
as  the  effect  of  legislative  change  on  expenditure  growth. 

Because  it  is  not  possible  to  develop  accurate  projections  of  the 
effects  that  new  technology,  access  and  appropriateness  would  have 
on  expenditures,  the  Commission  used  an  alternative  approach  to 
develop  its  recommendations. 
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The  Commission  began  with  the  baseline  projections  of  the  Medi- 
care actuary  for  the  rate  of  growth  of  expenditures  incorporated  in 
the  VPS  and  then  decided  what  reductions  in  this  rate  of  growth 
could  be  achieved  without  threatening  loss  of  access  or  quality  of 
care  for  Medicare  beneficiaries.  This  approach  is  particularly  ap- 
propriate for  the  initial  years  under  the  VPS  system  during  which 
the  ability  of  physicians  to  affect  medical  practice  is  the  factor  that 
limits  the  pace  at  which  the  growth  rate  can  be  slowed. 

The  Medicare  actuary  projected  a  rate  of  growth  of  expenditures 
included  in  the  VPS  of  13.2  percent  for  fiscal  year  1991.  The  Com- 
mission judged  that  the  rate  of  expenditure  growth  for  1991  could 
be  reduced  by  2  percentage  points  to  11.2  percent  by  eliminating 
services  that  would  have  provided  little  or  no  benefit  to  benefici- 
aries. 

In  effect,  the  Commission  allowed  full  increases  in  expenditures 
for  inflation,  increases  in  the  number  and  average  of  beneficiaries, 
and  prior  legislative  changes  but  judged  that  the  medical  profes- 
sion can  achieve  a  reduction  in  the  overall  growth  rate  by  reducing 
the  growth  of  volume  and  intensity  of  service  without  compromis- 
ing access  or  quality. 

The  Commission's  VPS  rate  of  increase  of  11.2  percent  is  higher 
than  the  Secretary's  proposed  rate  of  increase  of  9.9  percent.  The 
difference  between  the  two  is  primarily  due  to  a  lower  allowance 
by  the  Secretary  for  growth  of  volume  and  intensity  per  benefici- 
ary. 

The  Secretary-recommended  VPS  rate  of  increase  includes  an  al- 
lowance for  increased  volume  and  intensity  equal  to  one-half  the 
rate  of  increase  for  1986  to  1990  because,  and  I  quote,  ''We  cannot 
justify  a  growth  rate  of  7.4  percent  in  these  factors."  However,  the 
Secretary's  recommendations  may  be  unrealistic  in  light  of  what 
can  be  achieved  by  the  medical  profession. 

OBRA  1989  called  for  the  Secretary  and  the  Commission  to  rec- 
ommend a  separate  VPS  for  surgical  and  for  nonsurgical  services. 
The  Secretary  recommended  VPS  rates  of  8.7  percent  for  surgery 
and  10.5  percent  for  other  services.  But  the  difference  is  accounted 
for  entirely  by  the  effects  of  changes  in  pricing  and  expansion  of 
benefits  resulting  from  prior  legislation. 

The  Secretary  provided  the  same  allowance  for  increased  volume 
and  intensity  per  beneficiary  for  surgical  and  nonsurgical  services. 
The  Commission  will  recommend  VPS  rates  of  increase  for  surgical 
and  nonsurgical  services  that  are  1  percentage  point  farther  apart 
than  those  recommended  by  the  Secretary.  This  reflects  the  Com- 
mission's baseline  projection  that  surgical  services  will  increase 
less  rapidly  than  nonsurgical  services  in  1991.  The  projection  is 
based  on  evidence  that  Medicare  volume  of  surgical  services  has 
grown  less  rapidly  in  recent  years  than  that  of  nonsurgical  serv- 
ices. 

In  fact,  the  Commission  found  that  the  rate  of  increase  of  surgi- 
cal services  has  recently  fallen  below  historical  levels  and  that  the 
rate  of  growth  of  cataract  surgery  has  slowed.  This  1  percentage 
point  difference,  plus  the  projected  differences  due  to  prior  legisla- 
tion, leads  the  Commission  to  a  recommendation  of  a  VPS  rate  of 
growth  of  9.3  percent  for  surgical  services  and  12.1  percent  for  non- 
surgical services. 
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The  Commission  views  the  1991  volume  performance  standard  as 
the  next  step  in  a  long-range  plan  to  slow  expenditure  growth  to  a 
sustainable  level  such  as  the  trend  in  the  rate  of  growth  in  the 
GNP.  The  Commission  believes  that  this  can  be  accomplished 
within  5  years. 

The  VPS  rate  for  1990  set  according  to  specifications  in  OBRA 
1989  took  the  initial  step.  Each  year,  more  resources  would  be 
available  for  physician  services,  but  eventually  the  increase  would 
accommodate  only  inflation,  increases  in  the  number  and  aging  of 
beneficiaries,  and  a  small  allowance  for  new  technology  or  to 
remedy  any  identified  shortfalls  in  access. 

The  Commission  recognized  that  beneficiaries  should  receive  the 
benefits  of  new  technology  that  is  effective — and  I  would  say,  par- 
ticularly, that  it  is  cost-effective — but  believes  that  increases  in 
volume  of  new  services  can  be  offset  by  reductions  in  services  now 
provided  that  are  of  little  or  no  benefit. 

It  is  the  Commission's  judgment  that  the  rate  of  growth  of  ex- 
penditures can  be  reduced  over  the  next  several  years  while  main- 
taining access  and  quality  of  care.  This  challenge,  and  the  work  re- 
quired to  meet  it,  will  fall,  primarily,  on  the  medical  profession. 

In  the  remainder  of  my  testimony,  Mr.  Chairman,  I  have  de- 
scribed what  we  believe  is  the  appropriate  role  of  the  medical  pro- 
fession, the  Agency  for  Health  Care  Policy  and  Research,  the 
Health  Care  Financing  Administration,  all  of  whom  have  signifi- 
cant roles.  Congress,  of  course,  must  provide  the  funding.  The  De- 
partment needs  to  carry  out  its  new  and  expanded  tasks  under  the 
payment  reform  legislation. 

Congress  provided  the  new  Agency  with  substantial  initial  fund- 
ing for  1990.  The  Commission  urges  the  Congress  to  increase  the 
funding  for  the  Agency  for  Health  Care  Policy  and  Research  over 
the  next  several  years  to  enable  it  to  fully  support  rapid  growth  in 
the  programs  that  provide  the  information  base  for  improving  clin- 
ical practice. 

The  Health  Care  Financing  Administration  and  its  contractors 
will  need  adequate  funding  to  improve  PRO  and  carrier  review, 
and  to  develop  and  disseminate  information  on  access,  appropriate- 
ness and  utilization  of  services. 

Finally,  success  in  containing  costs  through  the  volume  perform- 
ance standard  system  will  depend  on  Medicare  beneficiaries'  will- 
ingness to  forego  services  that  can  be  expected  to  provide  them 
with  little  or  no  benefit.  The  task  given  to  the  medical  profession 
is,  of  course,  the  most  difficult  one.  The  willingness  we  see  from  the 
medical  profession  to  take  up  this  challenge  is  very  encouraging. 

Mr.  Chairman,  that  will  conclude  my  statement.  Thank  you. 

[The  statement  of  Philip  R.  Lee,  M.D.  follows:] 
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Philip  R,   Lee,  M.D. 
Chairman 

Physician  Payment  Review  Commission 


Mr.  Chairman,  I  am  pleased  to  be  here  on  behalf  of  the  Physician 
Payment  Review  Commission  to  discuss  the  implementation  of  Medicare 
Volume  Performance  Standards  (VPS) .  I  will  describe  the 
Commission's  recommendations  for  VPS  rates  of  increase  for  1991, 
and  discuss  what  will  have  to  be  done  by  the  medical  profession 
and  the  federal  government  to  make  the  VPS  system  a  success.  The 
Commission  will  provide  a  written  report  containing  its  full 
recommendations  for  1991  to  the  Congress  on  May  15,  and  we  would 
be  pleased  to  brief  you  at  that  time. 

For  at  least  a  decade,  the  rapid  growth  of  physician  expenditures 
has  placed  increasing  financial  burdens  on  beneficiaries  and  has 
drawn  on  federal  resources  that  might  more  appropriately  be  devoted 
to  other  public  needs.  It  is  the  Commission's  judgment — shared  by 
the  Congress — that  growth  in  physician  expenditures  must  be  slowed 
to  a  lower,  sustainable  rate.  The  Commission  proposed  the  concept 
of  expenditure  targets  as  a  means  to  slow  the  growth  of  Medicare 
expenditures  for  physician  services.  Congress  adopted  that  concept 
and  established  a  system  of  Volume  Performance  Standards  as  part 
of  the  physician  payment  reform  in  the  Omnibus  Budget 
Reconciliation  Act  of  1989    (OBRA89) . 

The  Volume  Performance  Standard  system  provides  a  collective 
incentive  to  the  physician  community  to  slow  the  growth  of 
expenditures  to  Medicare  beneficiaries.  It  is  intended  that  this 
be  accomplished  by  reducing  services  that  provide  little  or  no 
benefit  to  patients  rather  than  by  holding  down  physician  fees. 
Physicians  through  their  professional  organizations  should  work  to 
identify  and  reduce  such  services  through  their  own  educational 
programs  and  by  working  with  Medicare's  Peer  Review  Organizations 
(PROS)   and  carriers. 


VOLUME  PERFORMANCE  STANDARD  RECOMMENDATIONS 


On  April  15  of  each  year,  the  Secretary  of  Health  and  Human 
Services  recommends  a  performance  standard  rate  of  increase  for 
the  following  year.  The  Commission  then  comments  on  the 
Secretary's  recommendation  and  offers  its  own  recommendation  to 
Congress  by  May  15.  On  April  16,  1990,  the  Secretary  recommended 
a  VPS  rate  of  increase  for  FY1991  of  8.7  percent  for  surgery,  10.5 
percent  for  nonsurgical  services,  and  9.9  percent  for  all  services 
together.  The  Secretary  made  full  allowances  for  expenditure 
growth  due  to  inflation,  increases  in  enrollment,  increases  in  the 
average  age  of  beneficiaries,  and  the  effects  of  prior  legislation, 
while  providing  an  allowance  for  an  increase  in  volume  and 
intensity  per  enrollee  of  one-half  of  the  Department's  estimated 
annual  growth  of  expenditures  from  FY1986  to  FY1990  in  excess  of 
that  attributable  to  inflation,   enrollment,   and  aging.'' 

At  its  recent  meeting  on  April  26-27,  1990,  the  Commission  examined 
the  Secretary's  recommendations  and  the  rationale  provided  for 
them.  The  Commission  then  chose  to  recommend  an  alternative  VPS 
rate  of  increase  based  on  reasoning  somewhat  different  from  the 
Secretary's.  The  Commission  will  recommend  a  VPS  rate  of  increase 
of  11.2  percent  overall,  with  a  rate  of  increase  for  surgical 
services  of  9.3  percent  and  for  nonsurgical  services  of  12.1 
percent . 


^  Letter  from  Louis  Sullivan,  M.D.,  Secretary  of  Health  and 
Human  Services,   to  Thomas  S.   Foley,  April  16,  1989. 
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In  developing  its  recommendation,  the  Commission  considered  the 
effects  of  factors  specified  in  the  legislation  on  projected 
expenditure  growth,  and  considered  what  rate  of  increase  of 
expenditures  each  would  justify.  The  factors  are  inflation, 
increases  in  the  numbers  and  average  age  of  Medicare  enrollees, 
changes  in  technology,  any  problems  with  access,  appropriateness 
of  the  services  that  Medicare  beneficiaries  receive,  and  any  other 
relevant  factors  such  as  the  effects  of  legislative  changes  on 
expenditure  growth. 

The  Medicare  Actuary  provided  to  the  Commission  his  projections  of 
expenditure  growth  for  FY1991  due  to  inflation,  increases  in  the 
number  and  average  age  of  Medicare  beneficiaries,  and  the  effects 
of  prior  legislation.  The  Commission  reviewed  the  evidence 
provided  and  used  the  Actuary's  estimates  in  developing  its  own 
recommendations.  The  Commission  also  reviewed  evidence  on  effects 
of  three  factors  that  are  difficult  to  quantify:  new  and  changing 
medical  technology,  any  limitations  on  beneficiary  access,  and  the 
amount  of  inappropriate  services  provided  to  Medicare 
beneficiaries.  The  Commission  found  no  satisfactory  way  to 
accurately  estimate  the  effects  of  new  technology  on  expenditures, 
but  concluded  that  new  technologies  were  unlikely  to  lead  to  a 
rapid  increase  in  the  volume  of  appropriate  services  per  enrollee. 
The  available  evidence  suggests  that  Medicare  beneficiaries  do  not 
generally  experience  deficiencies  in  access,  and  that  there  is  on 
balance  a  substantial  volume  of  services  that  could  be  eliminated 
without  any  reduction  in  quality  of  care.  Indeed,  eliminating 
unnecessary  and  inappropriate  services  should  improve  the  quality 
of  care.  Because  the  evidence  on  access  and  appropriateness  is 
relatively  sparse,  one  must  exercise  considerable  judgment  in 
reaching  these  conclusions.^ 

Because  it  is  not  possible  to  develop  accurate  projections  of  the 
effects  that  new  technology,  access,  and  appropriateness  would  have 
on  expenditures,  the  Commission  used  an  alternative  approach  to 
develop  its  recommendations.  The  Commission  began  with  the 
baseline  projection  of  the  Medicare  Actuary  for  the  rate  of  growth 
of  expenditures  incorporated  in  the  VPS,  and  then  decided  what 
reduction  in  this  rate  of  growth  could  be  achieved  without 
threatening  loss  of  access  or  quality  of  care  for  Medicare 
beneficiaries.  This  approach  is  particularly  appropriate  for  the 
initial  years  under  the  VPS  system,  during  which  the  ability  of 
physicians  to  affect  medical  practice  is  the  factor  that  limits 
the  pace  at  which  the  growth  rate  can  be  slowed. 

The  Medicare  Actuary  projected  a  rate  of  growth  of  expenditures 
included  in  the  VPS  of  13.2  percent  for  FY1991.^  The  Commission 
judged  that  the  rate  of  expenditure  growth  for  1991  could  be 
reduced  by  two  percentage  points  to  11.2  percent  by  eliminating 
services  that  would  have  provided  little  or  no  benefit  to 
beneficiaries.  In  effect,  the  Commission  allowed  full  increases 
in  expenditures  for  inflation,  increases  in  the  number  and  average 
age  of  beneficiaries,  and  prior  legislative  changes,  but  judged 
that  the  medical  profession  can  achieve  a  reduction  in  the  overall 
growth  rate  by  reducing  the  growth  of  volume  and  intensity  of 
services  without  compromising  access  or  quality  of  care. 


^  There  is  some  evidence  of  deficiencies  in  access  for 
beneficiaries  in  some  rural  and  urban  underserved  areas,  and  poor 
beneficiaries  may  generally  experience  lower  access  than  others. 
However,  this  does  not  imply  a  general  loss  of  access  that  should 
be  remedied  through  a  higher  volume  performance  standard.  These 
specific  problems  with  access  are  better  addressed  through  focused 
measures  such  as  the  bonus  payments  to  physicians  practicing  in 
underserved  areas  that  were  enacted  in  OBRA89. 

^  The  Commission  is  awaiting  confirmation  of  the  data  and 
methods  used  by  the  Actuary. 
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The  Commission's  VPS  rate  of  increase  of  11.2  percent  is  higher 
than  the  Secretary's  proposed  rate  of  increase  of  9.9  percent. 
The  difference  between  the  two  is  primarily  due  to  a  lower 
allowance  by  the  Secretary  for  growth  of  volume  and  intensity  per 
beneficiary.'*  The  Secretary's  recommended  VPS  rate  of  increase 
includes  an  allowance  for  increased  volume  and  intensity  equal  to 
one-half  the  rate  of  increase  for  1985-1990  because  "we  cannot 
justify  a  growth  rate  of  7.4  percent  in  these  factors"  (page  8). 
However,  the  Secretary's  recommendation  may  be  unrealistic  in  light 
of  what  can  be  achieved  by  the  medical  profession. 

OBRA89  called  for  the  Secretary  and  the  Commission  to  recommend  a 
separate  VPS  for  surgical  and  nonsurgical  services.  The  Secretary 
recommended  VPS  rates  of  increase  of  8.7  percent  for  surgery  and 
10.5  percent  for  other  services,  but  the  difference  is  accounted 
for  entirely  by  the  effects  of  changes  in  pricing  and  expansion  of 
benefits  resulting  from  prior  legislation.  The  Secretary  provided 
the  same  allowance  for  increased  volume  and  intensity  per 
beneficiary  for  surgical  and  nonsurgical  services. 

The  Commission  will  recommend  VPS  rates  of  increase  for  surgical 
and  nonsurgical  services  that  are  one  percentage  point  farther 
apart  than  those  recommended  by  the  Secretary.  This  reflects  the 
Commission's  baseline  projection  that  surgical  services  will 
increase  less  rapidly  than  nonsurgical  services  in  1991.  This 
projection  is  based  on  evidence  that  the  Medicare  volume  of 
surgical  services  has  grown  less  rapidly  in  recent  years  than  that 
of  nonsurgical  services.  In  fact,  the  Commission  found  that  the 
rate  of  increase  of  surgical  services  has  recently  fallen  below 
historical  levels,  and  that  the  rate  of  growth  of  cataract  surgery 
has  slowed.  This  one  percentage  point  difference  plus  the 
projected  differences  due  to  prior  legislation  leads  to  Commission 
recommendations  of  a  VPS  rate  of  growth  of  9.3  percent  for  surgical 
services  and  12.1  percent  for  nonsurgical  services.^ 


THE  CHALLENGE  OF  VOLUME  PERFORMANCE  STANDARDS 


I  would  like  to  place  the  Commission's  recommendation  in  a  larger 
context  and  discuss  the  responsibilities  of  the  medical  profession, 
the  Department  of  Health  and  Human  Services,  and  Congress  for  the 
success  of  the  Volume  Performance  Standard  system. 

The  Commission  views  the  1991  VPS  as  the  next  step  in  a  long  range 
plan  to  slow  expenditure  growth  to  a  sustainable  level,  such  as  the 
trend  in  the  rate  of  growth  of  the  Gross  National   Product.  The 


"  Comparisons  between  the  Commission's  VPS  rate  of  increase 
and  that  proposed  by  the  Secretary  are  somewhat  complex  because  of 
differences  in  approach.  However,  differences  in  projections  in 
the  increase  in  volume  and  intensity  per  beneficiary  are  the 
largest  factor.  The  Commission's  May  15  report  to  Congress  will 
explain  these  differences  in  detail, 

^  Prior  legislation  increased  benefits  primarily  for 
nonsurgical  services  (e.g.,  coverage  was  extended  to  Pap  smears) 
and  changed  the  prices  Medicare  will  pay  in  1991  for  some  services. 
These  legislative  measures  are  projected  to  add  1.9  percentage 
points  to  expenditure  growth  for  nonsurgical  services  and  0.1 
percentage  points  to  expenditure  growth  for  surgery.  To  achieve 
an  average  rate  of  growth  of  expenditures  of  9.9  percent,  the 
surgical  performance  standard  was  decreased  to  8 . 7  percent  and  the 
nonsurgical  performance  standard  increased  to  10.5  percent. 

^  As  with  other  comparisons  between  the  Commission's 
projections  and  those  of  the  Secretary,  the  differences  are 
somewhat  complex  and  will  be  explained  in  the  Commission's  May  15 
report  to  Congress. 
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Commission  believes  that  this  can  be  accomplished  within  five 
years.  The  VPS  for  1990,  set  according  to  the  specifications  in 
OBRA89,  took  the  initial  step.  Each  year,  more  resources  would  be 
available  for  physician  services,  but  eventually  the  increase  would 
accommodate  only  inflation,  increases  in  the  number  and  aging  of 
beneficiaries,  and  a  small  allowance  for  new  technology  or  to 
remedy  any  identified  shortfalls  in  access.  The  Commission 
recognizes  that  beneficiaries  should  receive  the  benefits  of  new 
technology  that  is  effective,  but  believes  that  increases  in  volume 
of  new  services  can  be  offset  by  reductions  in  services  now 
provided  that  are  of  little  or  no  benefit. 

It  is  the  Commission's  judgment  that  the  rate  of  growth  of 
expenditures  can  be  reduced  over  the  next  several  years  while 
maintaining  access  and  quality  of  care.  This  challenge  and  the 
work  required  to  meet  it  will  fall  primarily  to  the  medical 
profession.  Only  they  can  identify  and  reduce  services  of  little 
or  no  benefit.  Recent  efforts  of  medical  organizations  to  begin 
or  to  accelerate  the  development  and  use  of  practice  guidelines 
shows  that  the  medical  profession  is  already  at  work.  To  build  on 
these  initial  efforts,  the  medical  profession  must  receive  strong 
support  from  the  Department  of  Health  and  Human  Services, 
particularly  the  new  Agency  for  Health  Care  Policy  and  Research 
(AHCPR)  and  the  Health  Care  Financing  Administration  (HCFA) ,  and 
cooperation  from  others  in  the  health  care  community. 

AHCPR  has  been  given  the  primary  responsibility  for  supporting  the 
development  of  more  information  and  better  tools  needed  to  improve 
the  quality  of  care  and  to  reduce  unnecessary  services.  AHCPR 
already  supports  much  of  the  research  that  enables  physicians  and 
their  patients  to  know  which  services  are  effective  and  which  are 
not,  and  which  services  will  improve  patients'  outcomes.  The 
Agency  is  now  funding  several  Patient  Outcome  Research  Teams  as 
well  as  a  number  of  effectiveness  research  projects.  Both  should 
be  expanded  as  rapidly  as  possible.  In  order  to  do  this,  the  AHCPR 
will  also  need  to  expand  its  funding  for  the  training  of  physicians 
and  others  to  carry  out  effectiveness  and  outcomes  research. 

The  Agency  must  effectively  disseminate  the  information  generated 
by  research  studies  and  support  the  profession's  efforts  to  develop 
guidelines  and  to  apply  them  in  practice.  The  Commission  suggests 
that  the  Agency  use  each  of  the  mechanisms  specified  in  OBRA89  to 
produce  guidelines.  In  particular,  it  should  consider  direct 
support  for  professional  organizations  so  that  the  medical 
profession  is  fully  involved  and  invested  in  the  process, 
particularly  since  the  medical  profession  will  be  held  responsible 
for  changing  clinical  practices.  The  Agency  should  also  support 
work  to  improve  and  test  the  methods  used  to  develop  guidelines  and 
to  evaluate  their  effects  in  actual  practice. 

The  Commission  would  like  to  note  the  need  for  speedy  appointment 
of  a  permanent  director  of  the  Agency  so  that  this  work  can  proceed 
as  quickly  as  possible. 

The  Health  Care  Financing  Administration  (HCFA)  and  its  contractors 
must  improve  both  their  review  methods  and  the  criteria  used  so 
that  review  reinforces  appropriate  practice  and  is  less  intrusive. 
PROS  and  carriers  need  review  methods  that  are  more  accurate  than 
many  they  now  use.  For  example,  profiling  methods  can  target 
direct  review  to  those  most  likely  to  have  inappropriate 
utilization  patterns,  and  increase  the  chance  that  aberrant 
patterns  will  be  detected.  These  methods  also  avoid  unnecessary 
intrusion  into  the  clinical  practices  of  most  physicians. 

The  Department  is  also  charged  to  provide  the  medical  profession, 
the  beneficiary  community,  and  the  public  with  information  on 
utilization,  appropriateness,  and  access  to  services.  This  will 
help  to  focus  the  work  to  eliminate  unnecessary  services  and  to 
ensure  that  beneficial  services  are  provided  to  those  who  need 
them.       Medicare   carriers    are   to   provide   physicians   with  data 
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comparing  their  own  utilization  patterns  to  those  of  their  peers. 
The  success  of  the  Maine  Medical  Assessment  Program  suggests  that 
this  information  will  lead  physicians  to  examine  and  modify  their 
practices . 

It  is  important  to  underscore  the  importance  of  better  information 
on  beneficiary  access  to  appropriate  care.  Reductions  in  access 
would  be  the  most  important  indicator  that  efforts  to  slow 
expenditure  growth  may  be  too  vigorous.  Without  reliable 
information  about  access,  it  is  difficult  to  move  forward  rapidly 
with  confidence  that  access  is  not  threatened.  The  Current 
Beneficiary  Survey  and  other  means  of  obtaining  information  on 
access  assume  increased  importance  under  the  VPS  system. 

The  Congress  must  provide  the  funding  that  the  Department  needs  to 
carry  out  its  new  and  expanded  tasks  under  the  payment  reform 
legislation.  Congress  provided  the  new  Agency  with  substantial 
initial  funding  for  1990.  The  Commission  urges  the  Congress  to 
increase  the  funding  for  the  Agency  over  the  next  several  years  to 
enable  it  to  fully  support  rapid  growth  in  the  programs  that 
provide  the  information  base  for  improving  clinical  practice.  HCFA 
and  its  contractors  will  need  adequate  funding  to  improve  PRO  and 
carrier  review  and  to  develop  and  disseminate  information  on 
access,   appropriateness,   and  utilization  of  services. 

Finally,  success  in  containing  costs  through  the  VPS  system  will 
depend  on  Medicare  beneficiaries'  willingness  to  forgo  services 
that  can  be  expected  to  provide  them  with  little  or  no  benefit. 
Beneficiary  organizations  should  disseminate  information  to  their 
members  about  which  services  are  effective  and  which  can  be 
eliminated  without  loss  of  benefit.  OBRA89  directs  AHCPR  to 
develop  practice  guidelines  that  can  be  used  by  beneficiaries  as 
well  as  guidelines  for  use  by  physicians.  The  Commission  believes 
that  beneficiaries  can  provide  a  needed  perspective  and  should  be 
involved  in  the  development  of  the  practice  guidelines  that  will 
be  used  by  them  and  by  their  physicians. 

The  task  given  the  medical  profession  is  a  difficult  one.  The 
willingness  we  have  seen  from  the  medical  profession  to  take  up 
this  challenge  is  very  encouraging.  The  American  College  of 
Physicians,  which  pioneered  the  development  of  guidelines,  has 
begun  to  focus  its  attention  on  how  to  get  physicians  to  use  good 
guidelines.  Many  other  specialty  societies,  the  American  Medical 
Association,  and  the  Council  of  Medical  Specialty  Societies  have 
also  begun  promising  projects  in  this  area. 

Later  in  this  hearing,  several  medical  professional  societies  will 
describe  their  programs  to  develop  and  use  guidelines.  For 
example,  the  American  College  of  Cardiology  developed  several 
effective  guidelines  during  the  1980s  including  guidelines  for 
pacemakers  that  are  credited  with  reducing  and  improving  the  use 
of  that  procedure.  The  American  Urological  Association  (AUA)  has 
committed  to  an  outcomes  research  project  to  determine  the 
effectiveness  of  a  major  urological  procedure  and  to  develop 
practice  guidelines  for  it.  Recent  research  had  raised  questions 
about  how  this  procedure  would  most  appropriately  be  used.  The 
AUA's  decision  to  resolve  this  uncertainty  through  scientific 
investigation  should  be  applauded. 


CONCLUSION 

The  goals  of  the  VPS  system  cannot  be  reached  overnight.  The 
growth  of  expenditures  must  be  reduced  at  a  prudent  pace.  The 
Commission  expects  that  expenditure  growth  can  be  slowed  within 
five  years  to  a  sustainable  level.  However,  the  uncertainty 
inherent  in  these  predictions  requires  that  these  expectations  be 
reassessed  each  year  in  light  of  more  recent  information  on  access 
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to  services,  technological  change,  appropriateness  of  current 
practice,  and  the  ability  to  identify  qnd  reduce  services  of  little 
or  no  benefit.  The  annual  recommendation  of  a  VPS  and,  beginning 
next  year,  the  update  in  fees,  will  provide  an  opportunity  for  the 
Secretary,  the  Commission,  and  the  Congress  to  revisit  these 
questions  each  year. 

Volume  Performance  Standards  and  the  programs  to  support  the 
medical  community's  response  to  them  are  taking  us  into  new 
territory.  While  other  societies  have  been  able  to  hold 
expenditure  growth  in  health  care  to  levels  they  consider 
affordable,  none  has  done  so  within  a  system  as  fragmented  and 
pluralistic  as  ours.  And  no  society  has  resolved  to  develop  the 
base  of  information  needed  to  determine  how  best  to  spend  their 
health  care  resources,  as  we  seek  to  do  through  research  on 
effectiveness  and  the  determinants  of  outcomes. 

With  these  new  policies  and  programs,  we  have  an  unprecedented 
opportunity  not  only  to  bring  expenditure  growth  to  a  sustainable 
level,  but  to  maintain  access  and  quality  and  to  improve  the  value 
received  for  these  expenditures.  This  will  require  prudent  and 
thoughtful  management  of  the  Volume  Performance  Standard  system  by 
the  Congress,  and  strong  support  by  the  federal  government  for  the 
medical  profession. 
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Chairman  Stark.  Thanks  very  much,  Phil. 

I  wonder  if,  in  responding  to  some  of  my  questions  here,  you 
could  get  this  into  "for  examples."  What  I  would  like  to  see  or  hear 
from  you,  in  a  couple  of  instances,  is  how  do  we  get  from  this  eso- 
teric, economic  sort  of  approach  to  volume  limits  into  what  the  in- 
dividual practitioner  may  be  going  to  do  in  response. 

We  are  going  to  have  a  lot  of  groups  testify  today,  and  you  must 
study  this.  Are  there  any  physicians  groups  that  are  doing  some- 
thing, have  made  any  progress  in  a  plan  to  say,  "OK;  we  are  going 
to  roll  up  our  sleeves  and  figure  out  how  to  limit  volume."  Have 
you  seen  any  evidence  of  that? 

Dr.  Lee.  We  have  heard,  over  the  last  several  years,  as  we  consid- 
ered the  issue  of  expenditures  targets,  testimony  from  a  number  of 
organizations  including,  for  example,  the  ophthalmologists  who 
have  developed  what  they  have  not  called  in  the  past  practice 
guidelines,  but,  certainly  approached  that  and  are,  apparently  ap- 
plying those. 

If  you  look  at  the  rate  of  increase  in  the  volume  of  cataract  sur- 
gery, that  appears  to  have  leveled  off.  Now,  whether  those  actions, 
collectively,  by  the  ophthalmologists  have  resulted  in  that  leveling 
off  or  whether,  in  fact,  the  backlog  of  elderly  who  needed  cata- 
ract  

Chairman  Stark.  We  are  running  out  of  eyes. 

Dr.  Lee.  Right.  That  is  the  question.  But,  certainly,  they  have 
been  very  vigorous  in  their  approach  to  this  problem.  The  Ameri- 
can College  of  Physicians  has  developed  educational  programs  with 
respect  to,  in  one  area,  laboratory  services  which  were,  we  think, 
very,  very  valuable. 

There  have  been  a  number  of  other  specialty  societies;  the  Amer- 
ican Academy  of  Orthopaedic  Surgeons,  the  American  College  of 
Surgeons — there  have  been  others  who,  we  think,  have  begun  to 
take  steps.  This  has  developed  very  rapidly  since  the  issue  of  ex- 
penditure targets  came  on  the  table  before  the  Physician  Payment 
Review  Commission.  There  wasn't  the  kind  of  action  3  or  4  years 
ago  that  there  is  today  with  respect  to  the  willingness  of  physicians 
to  examine  the  questions. 

The  other  thing  that  has  been  happening  is  that  we  have  made 
more  research  information  available  to  physicians.  They  under- 
stand more  the  issue  of  uncertainty.  They  better  understand,  I 
think,  the  questions  of  appropriateness.  In  some  areas — for  exam- 
ple, carotid  endarterectomy — after  the  studies  on  appropriateness 
were  published,  we  have  seen  

Chairman  Stark.  You  lost  me.  I'm  sorry. 

Dr.  Lee.  The  carotid  endarterectomy,  where  they  clean  out  the 
carotid  artery — has  dramatically  reduced  the  volume  of  those. 
Many  of  those  were  considered  inappropriate.  So  I  think  we  have 
seen,  in  selected  procedures,  decreases  in  volume  as  information  is 
made  available. 

We  have,  also,  seen  collective  action  that  appears  to  have  an 
effect.  Now,  whether  this  will  be  sufficient  to  meet  these  require- 
ments clearly  remains  to  be  seen.  But  I  would  say,  at  this  moment, 
we  are  quite  optimistic. 

Chairman  Stark.  The  other  issue  that  arose  yesterday,  did  so,  in 
a  rather  large  ad.  Let  me  paraphrase  this  ad.  It  basically  suggests 
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that  physicians  have  no  responsibility  for  the  growth  and  the 
volume  of  services.  It  isn't  their  fault.  I  think  that  is  a  fair  inter- 
pretation of  what  the  ad  says. 

Second,  it  points  a  finger  at  the  patient  and  says  that  it  is  my 
fascination  with  CAT  scanners  and  all  kinds  of  other  high-tech  goo- 
dies that  is  driving  me  to  demand  more  of  those  services.  As  I  read 
the  ad,  I  would  much  rather  go  for  a  test  ride  in  a  CAT  scanner 
than  I  would  in  a  new  Porsche.  Therefore,  it  is  my  calling  the 
doctor  and  saying,  "Prod  me,  probe  me,  push  me,  baby.  I  want  to 
be  in  one  of  these  machines,"  that  is  causing  the  increase  in 
volume. 

Tm  not  sure  that  is  an  unfair  paraphrase.  My  colleagues  on  the 
dias  here  have  had  a  chance  to  read  the  ad.  Can  you  comment?  We 
keep  hearing  that.  We  have  heard  it  over  the  past  year  as  we  wrote 
this,  that,  really,  all  we  have  to  do  is  raise  the  out-of-pocket  cost  to 
the  individual  patient  and  then  he  we  will  quit  going  to  the  doctor 
and  using  those  services. 

Dr.  Lee.  I  think  that  if  the  latter  was  the  case,  the  medical  pro- 
fession would  be  the  first  to  come  in  and  say,  ''eliminate  the  high 
out-of-pocket  costs,"  because  the  volume  of  services  would  signifi- 
cantly affect  their  practices  and  most  of  them  like  to  practice. 

I  did  see  the  ad.  I  can  tell  you  I  was,  personally,  offended  that 
the  American  Medical  Association  would  place  such  an  advertise- 
ment. I  am  a  dues-paying  member.  I  found  the  only  really  accurate 
thing  in  the  ad  was  at  the  end  when  it  said  that  the  Congress 
should  base  its  policy  decisions  on  sound  research. 

It  then  referred  to  a  research  project  that,  although  carried  out 
by  a  very  competent  investigator,  was  based  on  what  our  staff  con- 
sidered to  be  inadequate  and  flawed  data,  so  that  you  couldn't  draw 
the  conclusions  from  the  data. 

With  respect  to  the  notion  of  patient  demand,  there  is  no  ques- 
tion that  patient  demand  is  a  factor  in  the  increasing  volume.  But 
there  is,  also,  the  new  technologies  that — physicians  trained  in  aca- 
demic medical  centers  are  trained  to  use  these  technologies.  We 
are  rewarded  by  using  them,  and  we  

Chairman  Stark.  Let  me  stop  with  patient  demand,  and  go  into 
this.  Patient  demand  is,  partially,  responsible,  I  will  stipulate.  But 
isn't  the  average  patient's  demand  saying,  "Do  whatever  you  have 
to  do?"  Do  we  know  any  more  than  that?  Is  the  average  patient 
able  to  pronounce,  understand  or  make  a  decision  about  procedures 
and  whether  they  are  surgical  or  diagnostic?  Or  does  the  patient 
have  an  absence  of  price  incentives? 

Does  the  patient  say  to  him  or  herself,  "I  guess  I  am  insured, 
but,  at  this  point,  I  really  don't  care.  Please  fix  me."  If  the  doctor 
says,  "Well,  we  are  going  to  have  to  do  this  or  this,  and  it  might  be 
expensive,"  and  the  patient  says,  "Do  you  think  it  will  help?"  and 
the  doctor  says,  "Yeah,  I  guess  so,"  then  you  say,  "Do  it." 

I  can  understand  that  there  is  a  lack  of  patient  restraint  either 
out  of  fear,  certainly  out  of  ignorance,  oftentimes  out  of  pain.  I 
wonder  if  you  understand  

Dr.  Lee.  I  do.  It  is  not  a  simple  answer,  because  some  patients  do 
come  in,  and  they  come  in  with  a  very  specific  request  for  a  specific 
antibiotic,  or  a  specific  diagnostic  procedure  that  they  may  have 


18 


read  about  in  Reader's  Digest  or  Time  magazine,  or  Newsweek  or 
somewhere  else. 

There  was  a  big  cover  story  in  Newsweek,  I  think,  about  an  anti- 
depressant drug.  When  these  new  announcements  come  out,  there 
is  

Chairman  Stark.  When  I  am  done  with  these  hearings,  maybe  I 
could  get  some  of  those. 

Dr.  Lee.  Or,  for  example,  after  President  Reagan  had  his  surgery 
for  colon  cancer,  there  was  an  increase  in  patient  demand  for  co- 
lonoscopy, or  at  least  for  diagnostic  tests  that  would  address,  ''Do  I 
have  cancer?"  Now,  that  demand  seems  to  be  somewhat  dimin- 
ished. 

Chairman  Stark.  I  know  why. 

Dr.  Lee.  On  the  other  hand,  the  incentives  with  the  present  fee- 
for-service  system  with  the  CPR  method  of  payment  gives  distorted 
incentives,  which  you  have  been  trying  to  correct  since  1984,  with 
respect  to  overvalued  procedures  to  perform  those  procedures.  Phy- 
sicians are  trained  to  use  the  technology  in  the  prestige  medical 
centers. 

They  go  out,  and  they  have  been  told,  'If  you  don't  use  these, 
you  may  be  sued  for  malpractice."  So  there  is  another  factor  that, 
again,  your  committee  is  considering.  So  it  is  a  complicated  issue. 
But  the  patient  demand,  I  would  say,  is  not  the  dominant  factor.  It 
is  the  incentives  in  the  payment  system.  It  is  the  technology.  And 
it  is,  really,  physician  behavior.  And  it  is  uncertainty  on  the  part  of 
the  physician  as  to  what  works  and  what  doesn't  work. 

Chairman  Stark.  I  have  two  other  questions.  Perhaps,  you  could 
comment  on  them.  You  have  got  targets;  a  reduction  of  2  percent 
for  volume  in  1991,  and  getting  the  growth  rate  down  to  the  growth 
from  the  GNP  within  5  years. 

One,  could  you  comment  on  how  you  got  to  those  targets  in  lay- 
men's terms.  Then,  also,  you  indicated  that  surgical  services  are  in- 
creasing more  slowly  than  other  medical  services.  Is  that  coinciden- 
tal or  is  there  something  to  which  you  can  attribute  that  differ- 
ence? 

Dr.  Lee.  Part  of  our  consideration,  particularly  with  respect  to 
having  a  lower  surgical  target  than  the  Secretary,  and  separat- 
ing— having  a  different  surgical  target,  rate  of  growth  increase, 
and  nonsurgical,  was  due  to  the  analysis  that  the  staff  had  done 
demonstrating  that,  over  the  last  few  years,  for  reasons  that  are 
not  entirely  clear,  but  maybe  some  of  these  actions  that  I  described 
on  the  part  of  a  variety  of  surgical  groups,  have  had  an  effect,  cata- 
ract surgery  being  one  of  those  areas  where  increase  in  surgical 
services  has  slowed. 

So  we  felt  that,  because  of  the  change  in  the  rate  of  increase  of 
surgical  services,  it  was  reasonable  to  have  a  differential  rate  of  in- 
crease projected  for  next  year  instead  of  the  same  rate  of  increase, 
which  the  Secretary  projected. 

Mr.  GiNSBURG.  The  tough  thing  when  you  are  having  separate 
standards  for  surgery  and  nonsurgery  is  to  project  what  would 
happen  in  the  two  categories  as  far  as  growth  and  volume  without 
the  effects  of  policies  stimulated  by  the  volume  performance  stand- 
ards. 
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At  this  point,  as  we  are  beginning  the  program,  we  are  able  to 
look  at  the  most  recent  data  and  say,  "Well,  that  is  probably  a 
good  bet  that  if  surgery  was  growing  more  slowly,  that,  perhaps,  it 
would  continue  to  do  so  in  the  absence  of  policy  change."  So  we 
had  a  clean  period.  We  looked  at  data  from  1986  to  1988  to  do  this. 

Now,  this  is  going  to  get  harder  over  time.  If  we  are  at  a  hearing 
2  or  3  years  from  now,  and  you  ask  us  to  project  what  the  different 
standards  should  be  for  surgery  and  nonsurgery,  if  we  look  at  the 
historical  data,  that  is  going  to  reflect  not  only  technological 
change,  but,  perhaps,  the  activities  of  the  surgical  and  other  spe- 
cialty societies  to  slow  growth  in  volume.  That  is  going  to  get 
harder. 

Our  assessment,  at  this  time,  is  that  the  period  that  we  looked  at 
was,  pretty  much,  not  affected  by  actions  of  the  profession  which, 
really,  wasn't  doing  anything,  or  doing  much,  during  that  period, 
and  that  it  is  a  good  indicator  of  what  happened  in  the  absence  of 
policy  in  1991. 

Dr.  Lee.  On  the  overall  rate  of  increase,  Mr.  Chairman,  we 
looked  at  the  issues  of  new  technology,  access  to  care  and  inappro- 
priate services.  It  was  a  judgment  call,  after  extensive  discussion 
by  the  Commission  and  review  of  a  good  deal  of  data  provided  by 
the  staff  as  background,  that  we  felt  that  the  level  of  reduction  pro- 
posed by  the  Secretary  was  too  fast.  It  could  not  be  achieved. 

We  believe  that  Congress  should  not  enact  a  level  of  reduction 
that  isn't  achievable  because  it  is  the  long-term  goal  that  is  impor- 
tant, not  what  you  accomplish  in  a  single  year.  So  we  felt  that  this 
was  a  proper  step  based  on  previous  actions  and  based  on  best  judg- 
ment of  the  Commission  members  about  what  was  achievable. 

Chairman  Stark.  Thank  you  very  much.  Mr.  Gradison. 

Mr.  Gradison.  Thank  you,  Mr.  Chairman.  Dr.  Lee,  you  may  have 
answered  this,  but  I  am  not  sure.  So  let  me  phrase  the  question  in 
my  own  way.  Looking  at  your  recommendations  and  comparing 
them  with  those  of  the  Secretary,  you  are,  obviously,  much  closer 
on  surgery  where  you  differ  by  0.4  percent  than  on  other  services 
where  you  differ  by  1.6  percent.  Why  is  this? 

Dr.  Lee.  The  differences  in  the  nonsurgical  services  was  largely 
due  to  the  changes  in  the  legislation — the  differences,  both  in  the 
Secretary's  and  ours  were  mostly  due  to  the  legislative  enactments 
that  added  a  mental-health  benefit,  Pap  smears,  and  some  other 
things. 

Do  you  have  a  good  judgment,  Paul,  or  a  good  response  to  that? 

Mr.  GiNSBURG.  I  can  answer.  The  best  way  to  explain  the  differ- 
ence is  that,  first,  the  Commission  developed  the  overall  volume 
performance  standard.  That  was  11.2  compared  to  9.9.  But  then  we 
took  that  11.2,  and  when  we  established  the  differential  between 
surgery  and  nonsurgery,  we  established  a  bigger  one  than  the  Sec- 
retary had. 

So,  in  a  sense,  by  setting  a  higher  VPS  overall,  but  with  a  bigger 
differential,  that  is  why,  for  surgery,  the  number  is  about  the  same 
and  for  nonsurgery,  it  is  a  lot  higher. 

Mr.  Gradison.  I  have  got  to  probe,  then.  The  way  you  expressed 
this  sounds  to  me  like — you  figured  your  overall  number? 

Dr.  Lee.  Yes,  we  did. 
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Mr.  Gradison.  Then  you  went  back  and  did  the  nonsurgical  part, 
and  then  the  surgery  tended  to  be  a  residual? 
Dr.  Lee.  No. 

Mr.  GiNSBURG.  No;  we  decided  on  the  whole  number,  and  then 
what  should  the  differential  be. 
Mr.  Gradison.  Oh;  OK. 

Dr.  Lee.  We  figured  the  differential  should  be  1  percent  greater 
than  the  Secretary's  judgment  because  the  rate  of  increase  of  surgi- 
cal services  had  been  significantly  slower. 

Mr.  Gradison.  Had  already  been  leveling  off. 

Dr.  Lee.  Yes. 

Mr.  Gradison.  We  have  got  to  make  some  decisions  in  the  Con- 
gress between  your  11.2  and  the  Secretary's  9.9  and,  perhaps,  other 
recommendations  which  were  received.  Do  you  have  any  advice  for 
us  as  to  how  to  come  to  these  decisions?  I  appreciate  you  would 
suggest  we  adopt  your  recommendation.  I  understand  that.  But 
what  should  we  be  thinking  about  as  we  try  to  decide? 

Dr.  Lee.  It  is  a  judgment  call,  and  I  would  put  very  great  weight 
on  the  long-term  objective  of  controlling  the  rate  of  increase,  and 
achieving  a  rate  of  increase  that  is  consistent  with  gross  national 
product  within  a  5-year  period. 

I  think  that,  in  attempting  to  do  that,  you  have  to  take  signifi- 
cant steps.  But  we  believe,  and  I  think  that  you  have  to  look  at 
these  various  factors  that  are  difficult  to  make  judgments  about  in 
terms  of  technology.  Are  there  new  technologies?  What  do  the  car- 
diologists have  to  say  about  that,  or  the  orthopedic  surgeons,  or  the 
urologists,  the  ophthalmologists? 

Are  there  new  technologies  that  may  impact?  Are  there  access 
problems?  Our  survey  of  beneficiaries  did  not  suggest  that  there 
were.  Then,  on  the  inappropriateness,  we  have  looked  at  the  litera- 
ture as  carefully  as  we  could,  and  that  is  the  other  area  where 
there  is  the  biggest  possibility  of  reduction,  yet  you  can't  reduce  in- 
appropriate services  overnight. 

There  is  a  lack  of  adequate  information  for  physicians,  and  we 
have  to  disseminate  that  information.  So,  it  seems  to  me  when  you 
weigh  all  those  factors,  you  would  come  out  somewhat  closer  to  our 
recommendation  than  to  the  Secretary's  which,  we  believe,  was 
based  on  a  rather  different  set  of  assumptions  than  the  ones  of  the 
Commission. 

Mr.  Gradison.  You  mentioned  the  question  of  inappropriate  or 
medically  unnecessary  care.  The  RAND  studies,  and  some  others, 
have  led  me  to  believe  that,  for  many  high-volume  surgical  proce- 
dures, that  15  to  25  percent  of  such  procedures  are  medically  inap- 
propriate or  unnecessary.  But  the  experience  that  we  have  in  the 
disallowance,  or  the  questions  that  are  raised  by  the  PRO's,  is  close 
to  1  or  2  percent.  Maybe  that  is  on  the  high  side. 

But  why  is  there  this  mismatch?  Why  wouldn't  the  PRO's  be 
coming  up  with  a  percentage  closer  to  the  RAND  study?  Are  they 
using  different  criteria?  Is  one  of  them  right  and  one  wrong? 

Dr.  Lee.  There  were  several  things.  One,  in  the  PRO  judgments, 
when  the  SuperPRO  reviewed  the  PRO  reviews,  they  came  up  with 
much  higher  levels  of  disallowance,  around  8  to  10  percent,  if  I 
recall.  So  the  PRO  appears  to  be  a  relatively  ineffective  mecha- 
nism. It  is  an  after-the-fact  review.  I  think,  then,  when  you  
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Mr.  Gradison.  So  were  the  RAND  studies. 

Dr.  Lee.  Right.  But  the  RAND  studies  didn't  really  relate  to 
whether  a  hospital  gets  paid  or  not,  and  whether  doctors  get  paid 
or  not.  It  was,  in  a  sense — I  won't  call  it  theoretical  because  it 
wasn't  theoretical,  because  it  looked  at  actual  data.  But  it  wasn't 
making  a  judgment  about  a  payment.  So  I  think  that  that  has  been 
one  of  the  factors. 

I  am  not  sure  how  sound  the  GAO  study  is,  but  the  GAO  study 
that  was  submitted  to  Congress  last  December  suggested  that  carri- 
er reviews  which  were,  in  a  sense,  advisory  as  opposed  to  mandato- 
ry, were  more  effective  in  preadmission  review  than  the  PRO  ap- 
proach of  Medicare. 

But  it  seems  to  me  that  what  this  suggests  is  we  really  need  to 
reexamine  the  performance  of  PRO's.  We  need  to  look  at  quality 
and  utilization  review.  The  Institute  of  Medicine,  as  you  know,  has 
done  a  recent  report.  We  will  be  reviewing  that  report  at  our  June 
meeting. 

I  think  this  whole  area  requires  a  reexamination  because  I  don't 
think  it  is  working.  I  don't  think,  particularly,  that  the  private 
sector  approaches  which  many  physicians  feel  represent  unneces- 
sary harassment — and  I  think  they  are  absolutely  right — a  very  de- 
bilitating effect  on  physicians.  I  think  if  there  was  some  way  to 
trade  off  effective  volume  performance  standards — in  other  words, 
really  achieving  those  goals,  and  eliminating  all  those  regula- 
tions— I  would,  certainly,  be  in  favor  of  it. 

But  I  think  we  really  need  to  look  at  it.  That,  of  course,  is  a  per- 
sonal judgment  about  that.  We  need  to  take  a  very  careful  look  at 
the  pro's  and  these  other  forms  of  utilization  review. 

Mr.  Gradison.  One  final  question.  I  promise  you,  Mr.  Chairman, 
this  will  be  quick.  I  want  to  make  sure  whether  I  understand  your 
response  to  Mr.  Stark's  question  about  the  advertisement.  You 
said.  Dr.  Lee,  that  something  or  other — and  this  I  missed — was 
based  on  inadequate  and  flawed  data.  Were  you  referring,  in  that 
comment,  to  the  Urban  Institute  study  as  having  been  based  on  in- 
adequate and  flawed  data? 

I  ask  that  because  the  ad  seems  to  be  based  upon  the  Urban  In- 
stitute's report. 

Dr.  Lee.  Yes.  We  felt  that  the  data,  and  Paul  could  give  you  a 
more  detailed  answer  because  he  and  the  staff  have,  really,  exam- 
ined that  data  very  carefully — we  don't  feel  that  the  data  was  suffi- 
cient to  draw  the  conclusions  that  were  drawn  from  it. 

Mr.  Gradison.  By  the  Urban  Institute? 

Dr.  Lee.  Paul,  do  you  want  to  

Mr.  GiNSBURG.  Yes.  I  don't  think  "flawed"  would  be  a  good  de- 
scription of  the  data.  The  data  are  from  the  Medicare  program. 
They  have  their  limitations,  but  the  main  problem  with  the  study 
is  that,  basically,  it  used  only  a  series  of  variables  for  1983,  and 
then  used  expenditure  data  for  1983  and  1985. 

Given  the  questions  the  researchers  were  trying  to  answer,  it  is 
just  very  difficult  to  answer  those  questions  reliably  with  the  data 
they  had.  As  far  as  the  researchers,  they  did  a  good  job  in  cleaning 
up  the  data  as  best  they  could  and  in  creating  an  econometric 
model  to  estimate. 
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But,  in  reviewing  the  study  very  carefully,  I  just  don't  have  a  lot 
of  confidence  in  the  conclusions  which  they  drew  from  it. 

Mr.  Gradison.  Thank  you.  Thank  you  for  your  patience,  Mr. 
Chairman. 

Chairman  Stark.  Mr.  Moody. 

Mr.  Moody.  Just  to  pursue  that  a  minute  more.  The  first  point  of 
this  ad  says,  "The  limit  of  patient  out-of-pocket  costs  have  been  a 
significant  factor  in  medicine  volume  increases.  Physicians  have  re- 
sponded positively  to  congressional  actions  designed  to  increase  ac- 
ceptance of  assignment." 

What  did  you  understand  them  to  be  saying  in  that  part  of  the 
ad? 

Dr.  Lee.  I  think  in  the  ad  what  they  are  saying  is  that  the  in- 
creased assignment  rate,  which  would  result,  then,  in  lower  out-of- 
pocket  costs,  less  balance-billing,  to  the  beneficiary  has  had  an 
effect  of  increasing  the  utilization  of  services. 

Mr.  Moody.  Is  that  reasonable?  Does  that  follow?  Is  that  logical? 

Dr.  Lee.  I  think  that  when  you  reduce  patient  out-of-pocket  ex- 
penses, you  reduce  the  barriers  to  utilization.  So  that,  in  itself,  is  a 
reasonable  statement  to  make. 

Mr.  Moody.  Right.  So  it  would  follow  that  if  more  physicians  opt 
for  assignment  that  the  volume  would  go  up  because  the  patients 
would  be  less  inhibited  from  asking  for  services? 

Dr.  Lee.  Right.  Just  like  people  who  have  insurance  for  first- 
dollar  coverage,  the  earlier  RAND  health-insurance  studies  showed 
those  people  make  greater  use  of  services. 

Mr.  Moody.  So  you  can't  fault  their  logic.  What  about  quantifica- 
tion of  that  effect?  That  is  the  key.  I  mean,  it  could  be  a  very 
minor  or  a  very  major  factor  in  the  volume  increase.  Do  we  know 
from  the  Urban  Institute  or  other  studies  what  it  would  be? 

Mr.  GiNSBURG.  I  think  this  is  the  point,  that  we  don't  think  the 
study  can  really  determine  what  role  the  increeised  assignment 
rate  has  played  in  the  increase  in  volume  over  the  period.  There 
are  a  lot  of  other  factors;  the  development  of  technology,  price 
freezes,  and  the  like,  which  could  affect  that.  It  is  very  difficult  to 
separate  them  out. 

The  other  thing  that  is  not  clear  is  that  if,  indeed,  volume  went 
up  because  the  assignment  rate  went  up,  it  is  not  necessarily  due 
100  percent  to  patient  demand.  This  could  be  due  to  actions  of  phy- 
sicians also. 

Mr.  Moody.  That  is  my  point.  They  seem  to  be  assigning  100  per- 
cent of  the  causality  to  actions  by  patients  because  they  cite  that. 
Then  they  cite  the  available,  end-demand,  I  repeat-demand,  for 
new  medical  technology.  Do  they  mean  by  that  patient  demand,  or 
do  they  mean  physician  demand?  Classically,  we  think  of  physi- 
cians being  the  controllers  of  the  demand  curve. 

Dr.  Lee.  Sure.  There  is  physician-induced  demand  and  there  is 
patient-induced  demand.  With  the  incentives  in  the  CPR  system, 
there  are  significant  incentives  for  physicians  to  increase  the  use  of 
services  that  may  be  of  marginal  benefit. 

Mr.  Moody.  Right.  Wouldn't  a  physician  resent  this  ad  in  the 
sense  that  it  seems  to  imply  that  they  are  prescribing  procedures 
that  are  driven  by  patient  demand  rather  than  by  their  own  best 
medical  judgment?  I  mean,  no  self-respecting  physician  will  send 
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you  off  to  a  MRI  simply  because  you  ask  for  it  if  he  doesn't  think 
you  need  it  in  his  best  professional  judgment. 

Dr.  Lee.  I  would  agree  with  that  statement,  myself,  as  a  physi- 
cian. But  you  can  ask  some  of  the  other  physicians  when  they  testi- 
fy if  they  would  share  your  view  about  that. 

Mr.  Moody.  Finally,  it  says,  ''Physicians  did  not  respond,  "  here 
is  a  flat  statement,  "absolutely  did  not  respond  to  the  fee  freeze  by 
inducing  or  creating  more  demand  for  their  services."  Is  there  any- 
thing in  the  Urban  Institute  study  that  allows  that  kind  of  unquali- 
fied declaratory  statement? 

Mr.  GiNSBURG.  I  don't  think  so.  They  did,  actually,  come  up  with 
a  conclusion  about  the  fee  freeze,  but  I  don't  think  it  is  a  reliable 
one.  It  is  interesting  that  in  the  score  keeping  for  the  various  rec- 
onciliation bills,  both  the  Medicare  actuary  and  the  CBO  have  as- 
sumed that  50  percent  of  any  fee  reductions  legislated  are  offset  by 
induced  volume  increases  by  the  physicians. 

The  Commission,  in  its  review  of  the  evidence,  feels  that  this  as- 
sumption is  excessive.  It  is  too  large.  In  a  sense,  the  AMA  is  saying 
the  opposite.  They  are  saying  that  physicians  don't  respond  at  all. 

Dr.  Lee.  That's  right.  They  are  saying  it  is  a  zero  effect. 

Mr.  GiNSBURG.  I  would  like  to  believe  that,  but  I  am  not  con- 
vinced by  the  study. 

Mr.  Moody.  It  certainly  seems  misleading  to  start  off  by  citing 
the  Urban  Institute  study  and  then  draw  these  conclusions  as 
though  the  Urban  Institute  study  supported  them  when,  in  fact, 
you  could  not  possibly  draw  that  from  the  Urban  Institute  study;  is 
that  accurate? 

Mr.  GiNSBURG.  No.  I  am  saying  that,  literally,  you  can  draw  con- 
clusions from  the  Urban  Institute  study  that  the  fee  freeze  was  not 
an  important  component  of  the  increase  in  expenditures.  I  am  just 
saying  that  I  don't  have  confidence  in  that  result. 

Mr.  Moody.  But  you  certainly  can't  assert  that  it  is  a  zero  effect 
from  the  Urban  Institute,  can  you? 

Mr.  GiNSBURG.  No,  you  can't. 

Dr.  Lee.  Nor  did  the  findings  in  the  Urban  Institute  study — I 
think  it  was  0.7  percent  was  the  figure  in  the  Urban  Institute 
study. 

Mr.  GiNSBURG.  I  believe  that,  even  though  there  is  tremendous 
error  or  uncertainty  around  the  estimate,  if  you  literally  take  the 
estimate,  it  differs  from  a  zero  effect. 

Mr.  Moody.  I  see.  There  is  a  range,  obviously,  of  uncertainty.  T 
statistics  and  f  statistics  and  so  forth. 

Mr.  GiNSBURG.  That's  right.  It  was  not  a  statistically  significant 
result. 

Mr.  Moody.  The  t  statistics  were  above  2  or  below  2? 

Mr.  GiNSBURG.  They  were  below.  They  were  not  able  to  reject  the 
null  hypothesis  of  zero  effect. 

Mr.  Moody.  Then  I  think  this  ad  has  got  to  be  labeled  extremely 
deceptive.  Thank  you  very  much. 

Chairman  Stark.  Mrs.  Johnson. 

Mrs.  Johnson.  Mr.  Chairman,  and  my  colleague  from  Wisconsin, 
from  your  discussion  with  them,  I  draw  exactly  the  opposite  conclu- 
sion. So  I  would  like  to  pursue  this.  It  seems  to  me  that  what  I 
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hear  you  saying  is  that  this  ad  is  a  pretty  close  representation  of 
the  Urban  Institute's  conclusions. 

You  differ  with  the  Urban  Institute  on  its  conclusions  because 
you  differ  with  its  data  and  whether  its  data  adequately  addressed 
its  questions. 

But  you  just  said  that  the  Urban  Institute  study  did  conclude 
that  they  could  demonstrate  less  than  2  percent — you  have  said  .07 
percent — volume  increase  that  might  be  related  to  fee  freeze.  So 
the  conclusion  is  that  actually  what  this  ad  says,  and  the  basic 
thing  this  ad  says,  is  that  physicians  gaming  the  system,  increasing 
volume  to  offset  fees,  is  not  a  primary  cost  driver. 

I  hear  you  saying  that  that  is  what  the  Urban  Institute  study 
showed  and  that,  in  general,  you  agree  that  it  hasn't  been  a  pri- 
mary cost  driver  although  it  is  part  of  the  complex  picture. 

The  real  issue  in  this  ad  is  technology,  and  the  role  that  that  has 
played  in  

Mr.  Moody.  Would  the  gentlelady  jdeld  for  a  second? 

Mrs.  Johnson.  Yes. 

Mr.  Moody.  I  think  that  what  I  focused  on  was  the  fact  that  the 
ad  assumes  a  zero  effect  on  the  physician  freeze,  and  I  don't  think 
the  Urban  Institute  found  that,  although  it  found  it  small.  It  found 
it  small  with  a  very  large  error  rate.  So  you  cannot  assign  any  sta- 
tistical confidence  to  even  that  small  number. 

Mrs.  Johnson.  What  I  am  sajdng  is  that  the  number  is  very 
small.  It  is  below  the  margin  of  error.  My  understanding  is  that 
Urban  Institute  study  did  draw  that  conclusion,  although  not  zero. 

Mr.  Moody.  Since  it  is  below  the  margin  of  error,  you  can't  have 
confidence  in  it.  Let's  say  you  had  0.12  effect,  and  you  had  a  confi- 
dence error  of  plus  or  minus  5,  you  might  say,  ''Well,  it  is  bigger 
than  the  confidence  error.  We  know  that  it  is  a  positive  number." 
Or  you  might  conclude  that  it  is  a  negative  number. 

But  here  the  confidence  error  was  so  wide,  swamping,  totally,  the 
effect  ascribed  to  it  econometrically,  that  you  really  can't  say  any- 
thing about  it.  So  you  can't  draw  this  conclusion 

Mrs.  Johnson.  If  you  agree  with  their  analysis  of  the  Urban  In- 
stitute study. 

Mr.  Moody.  No;  on  its  own  face,  the  Urban  Institute  study  using 
its  own  statistics  could  not  allow  you  to  draw  this  conclusion. 

Mrs.  Johnson.  The  point  that  I  am  making  is  that  the  Urban  In- 
stitute does  draw  that  conclusion,  roughly. 

Mr.  Moody.  I  didn't  read  the  Urban  Institute  study. 

Mrs.  Johnson.  That's  what  I  hear  you  saying  is  that  the  Urban 
Institute  draws  conclusions  that  you  don't  agree  with. 

Mr.  GiNSBURG.  I  think  what  Mr.  Moody  is  talking  about  is  that 
often  the  failure  to  reject  the  null  hypothesis  shouldn't  be  equated 
to  acceptance  of  the  null  hypothesis. 

Mrs.  Johnson.  Does  the  Urban  Institute  do  that? 

Mr.  GiNSBURG.  Let  me  start  over.  What  the  Urban  Institute  did 
was  they  found  a  small  positive  effect  on  volume  of  freeze,  one 
that,  I  believe,  was  not  statistically  significant.  What  Mr.  Moody  is 
saying  is  that  the  Urban  Institute  did  not  jump  to  the  conclusion 
that  the  freeze  had  no  effect  on  volume,  whereas  the  advertisement 
did. 
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Mrs.  Johnson.  Did  they  jump  to  the  conclusion  that  the  freezed 
had  minimal  effect  on  volume? 

Mr.  GiNSBURG.  That's  right.  They  said  it  had  a  small  effect  on 
volume. 

Mrs.  Johnson.  All  right.  It  isn't  a  major  cause  of  it. 

Mr.  Moody.  But  with  a  very  large  error  rate — it  might  be  a 
much  larger  effect,  using  their  own  numbers.  They  just  can't  say 
very  much.  They  have  very  low  confidence,  statistically,  in  the 
number  because  the  error  was  so  huge  relative  to  the  assigned 
value,  which  means  that  you  certainly  cannot  draw  the  conclusion 
that  is  in  the  ad.  That,  you  cannot  do,  statistically. 

Mrs.  Johnson.  I  will  have  to  look  at  the  report  to  know  whether 
the  ad  is  an  honest  reflection  of  what  the  report  implied.  What  I 
hear  from  you  is  the  ad  isn't  so  far  off  from  what  the  report  im- 
plied, and  you  disagree  with  the  report. 

But  that  is  not  the  main  thing  I  want  to  talk  about,  although  it 
is  related  to  it,  which  is  why  I  wanted  to  get  into  it.  I  think  we 
would  do  ourselves  and  the  whole  system  a  disfavor  if  we  focus  on 
whether  we  agree  or  disagree  or  whether  this  is  absolutely  accu- 
rate or  not  accurate. 

What  I  heard  you  saying.  Dr.  Lee,  was  that  patient  is  not  a 
prime  driver  of  cost  increase  or  volume  increase,  but  that  technolo- 
gy and  uncertainty,  combined,  are  prime  drivers.  You  also  said  ear- 
lier— and  you  say  in  your  testimony  on  page  8,  and  I  think  this  is 
particularly  important,  that  to  control  costs,  ''our  success  in  con- 
taining costs  through  the  VPS  system  will  depend  on  Medicare 
beneficiaries  willingness  to  forego  services." 

In  other  words,  this  matter  of  volume  control  will  require  a  will- 
ingness, on  the  part  of  patients,  to  forego  services.  I  assume  some 
of  those  services  will  be  related  to  the  technology  issue  and  some 
will  be  related  to  procedures,  surgical,  and  other  kinds  of  treat- 
ment. 

I  think  it  is  a  very  interesting  prediction  that  we  could  reduce 
the  increase  in  cost  to  inflation  in  5  years,  and  that  your  cost-con- 
tainment prediction  depends  on  the  willingness  of  patients  to 
forego  procedures,  as  well  as  the  ability  of  physicians  to  reduce  use 
of  technology  and  other  things. 

I,  personally,  agree  with  you  very  strongly  that  education  is 
having  a  profound  effect  and  will  have  an  increasing  effect.  It  will 
be  a  big  agent  of  change.  But  first  of  all,  on  this  issue  of  patient 
acceptance,  how  important  is  that  going  to  be  and  how  important 
is  the  liability  climate  going  to  be  to  the  ability  to  reduce  volume, 
the  ability  to  reduce  tests,  the  ability  to  reduce  the  implications  of 
the  new  technology  which  are,  often,  "If  you  do  this,  you  will  find 
out." 

So  you  are  making  a  very  dramatic  prediction  here,  that  in  5 
years  we  can  reduce  cost  both  to  inflation — and,  clearly,  it  is  based 
on  patient's  acceptance  of  services  foregone  and  physician  ability  to 
reduce  volume,  both  of  which  depend  on  

Dr.  Lee.  If  the  physicians  are  better  informed,  and  their  uncer- 
tainty is  reduced  so  that  they  make  a  judgment  about  a  particular 
procedure  or  service  being  unnecessary  or  inappropriate  in  a  given 
circumstance,  patients,  in  my  judgrnent,  will  very  likely  accept 
that,  if  they  are  informed  by  the  physicians. 
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I  think  that  is  the  critical  aspect  here.  I  think  that  most  patients, 
if  they  are  informed  that  this  is  an  unnecessary  procedure,  they 
don't  want  the  procedure. 

Mrs.  Johnson.  I  agree  with  you  on  that.  On  the  issue  of  the  phy- 
sician coming  to  that  conclusion,  since  these  issues  are  always  a 
matter  of  judgment,  and  the  weighing  of  a  variety  of  factors,  how 
important  is  malpractice  reform  to  enabling  the  physician  to  say 
that,  "I  would  feel  this  is  unnecessary,"  when,  of  course,  there  is 
always  going  to  be  some  data  out  there  that  says  it  is  necessary. 

Dr.  Lee.  At  our  June  meeting,  we  will  hear  about  the  Harvard 
study  of  malpractice  in  New  York  State  and,  we  will  be  have  a  spe- 
cial presentation  on  the  malpractice  issue.  This  is  an  area  that  re- 
quires, we  think,  some  Federal  action. 

The  fact  is  that  we  included  the  malpractice  premium  cost  as  a 
separate  part  of  the  practice  cost  because  we  wanted  to  get  the  at- 
tention of  the  Congress  on  that  issue.  We  think  that  the  initiatives 
that  you  have  taken  in  that  area  are  very  important.  This  is  an 
area  that,  if  proper  equity  is  to  be  achieved,  if  we  are  to  deal  with 
the  increased  use  of  services  that  relate  to  the  concerns  physicians 
have  with  respect  to  malpractice,  let  alone  the  premium  increases, 
that  we  must  have  more  consistent  policies,  we  must  have  a  better 
understanding  of  the  relationship  of  the  threat  of  malpractice  to 
actual  volume  increases. 

Then,  I  think,  appropriate  policies  can  be  put  in  place.  We  need 
to  look  carefully  at  what  has  been  the  effect  of  different  policies  in 
different  States  to  see  what  is  effective  as  it  relates  to  both  volume 
of  inappropriate  services,  as  well  as  access  to  necessary  services. 

So  it  is  an  important  issue  area  the  Commission  has  not  reached 
any  conclusions  about  yet.  It  will  be,  of  course,  looking  at  it  over 
the  coming  year  very  critically. 

Mrs.  Johnson.  Thank  you.  And  I  thank  you  for  your  thoughtful 
testimony. 

Chairman  Stark.  Mr.  Coyne. 

Mr.  Coyne.  Thank  you,  Mr.  Chairman.  Dr.  Lee,  a  recent  study 
indicated  that  individuals  in  New  Haven,  Conn,  were  more  likely 
to  have  coronary  bypass  surgery  at  twice  the  rate  as  if  you  lived  in 
Boston.  Are  you  familiar  with  that  study? 

Dr.  Lee.  I  am  reasonably  familiar  with  it,  not  all  the  details,  but 
I  know  in  general  about  the  findings. 

Mr.  Coyne.  Could  one  conclude,  that  they  are  having  too  few  op- 
erations in  Boston,  or  more  than  enough  in  New  Haven? 

Dr.  Lee.  You  could  conclude  either  of  those;  either  there  are  too 
few  in  Boston,  or  there  are  too  many  in  New  Haven.  There  were 
some  other  findings  in  that  study  that  indicated  a  lot  of  patients  in 
Boston  were  hospitalized  for  medical  conditions  that  they  were  not 
hospitalized  for  in  New  Haven. 

If  I  recall  the  per-capita  use  rates  were  greater  in  Boston,  signifi- 
cantly greater,  than  they  were  in  New  Haven.  Now,  the  studies 
that  have  been  done  in  the  and,  broadly,  suggest  that  availability 
of  hospital  beds,  physician  supply,  are  factors  that  affect  utiliza- 
tion. 

So  the  ratio  of  physicians  to  population  in  Boston,  the  bed  avail- 
ability, whether  people  have  insurance  or  not,  all  those  things 
affect  utilization.  With  respect  to  bypass  graft  surgery,  particular- 
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ly,  it  is  hard  to  make  a  judgment  about  that  because  you  have  got, 
in  New  Haven,  of  course,  a  very  outstanding  cardiovascular  surgi- 
cal service.  You  have  got  very  good  services,  also,  in  Boston. 

So  I  really  can't  say  whether  it  was  too  much  in  New  Haven  or 
too  little  in  Boston. 

Mr.  GiNSBURG.  One  of  the  points  that  the  author  of  that  study 
made  was  that,  clearly,  the  medical  profession  in  Boston  and  New 
Haven  disagree  about  the  indications  for  cardiac  bypass  surgery. 
Dr.  Weinberg  felt  that  these  results  supported  strongly  the  need 
for  better  information  on  effectiveness  and  the  development  of 
guidelines. 

Mr.  Coyne.  Thank  you. 

Chairman  Stark.  I  want  to  thank  both  of  you  gentlemen  for 
your  testimony.  I  look  forward  to  working  with  you  the  rest  of  the 
year  as  we  continue  working  on  this  problem.  Thanks  a  lot. 

Dr.  Lee.  Thank  you  very  much. 

Chairman  Stark.  Our  next  four  witnesses  will  comprise  a  panel 
representing  surgical  specialty  societies.  We  are  pleased  to  welcome 
Dr.  Edward  Seljeskog,  representing  the  American  College  of  Sur- 
geons; Dr.  Allan  Jensen,  representing  the  American  Academy  of 
Ophthalmology;  Dr.  Winston  Mebust,  chairman  of  the  Practice  Pa- 
rameters, Standards  and  Guidelines  Committee  of  the  American 
Urological  Association  and  Dr.  John  McGinty,  representing  the 
American  Academy  of  Orthopaedic  Surgeons. 

Gentlemen,  your  prepared  testimony  will  appear  in  the  record  in 
its  entirety.  I  would  encourage  you  to  summarize  or  informally 
expand  on  your  testimony  in  whatever  way  you  are  comfortable. 
We  will  hear  from  you  in  the  order  in  which  I  introduced  you,  and 
in  which  you  appear  on  the  witness  list.  Dr.  Seljeskog,  do  you  want 
to  lead  off? 

STATEMENT  OF  EDWARD  L.  SELJESKOG,  M.D.,  MINNEAPOLIS, 
MINN.,  FELLOW,  AMERICAN  COLLEGE  OF  SURGEONS,  MEMBER, 
AMERICAN  COLLEGE  OF  SURGEONS'  BOARD  OF  REGENTS  AND 
PHYSICIAN  REIMBURSEMENT  COMMITTEE 

Dr.  Seljeskog.  Certainly.  Mr.  Chairman,  and  members  of  the 
subcommittee,  I  am  Edward  Seljeskog,  a  neurosurgeon  from  Minne- 
apolis, Minn.,  a  fellow  and  a  regent  of  the  American  College  of  Sur- 
geons. 

The  college,  certainly,  appreciates  this  opportunity  to  share  its 
views  about  Secretary  Sullivan's  recommendations  on  the  Medicare 
volume  performance  standards,  the  MVPS,  rates  of  increase  for  the 
fiscal  year  1991. 

As  you  know,  the  American  College  of  Surgeons  was  an  active 
participant  in  this  committee's  work  this  past  year  as  it  developed 
the  physician  payment  reform  legislation  that  Congress,  ultimate- 
ly, approved  in  the  fall  of  1989.  In  March  of  1989,  we  presented  to 
this  committee  the  elements  of  a  physician  payment  reform  plan 
that,  among  other  things,  suggested  ways  to  moderate  the  rate  of 
spending  growth  under  Medicare,  and  to  make  program  costs  more 
predictable. 

Included  in  our  plan  was  a  proposal  to  establish  a  national  ex- 
penditure target  for  surgical  services.  We  believe  that  an  MVPS- 
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like  concept  could  begin  to  provide  incentives  to  the  surgical  com- 
munity to  address  the  important  volume  issues  relating  to  spend- 
ing for  physician  services. 

However,  the  practice  of  medicine  is,  really,  too  complex  and  too 
diverse  to  deal  with  these  volume  concerns  in  an  across-the-board 
manner  across  all  of  medicine.  Therefore,  in  expressing  our  support 
for  the  MVPS  concept,  the  college  has  repeatedly  emphasized  that 
a  single  and  unfocused  standard  for  all  physician  services  will  pro- 
vide no  incentive  to  these  specialty  groups,  particularly  the  surgi- 
cal specialty  groups,  to  review  the  quality  of  practice  within  their 
respective  areas  of  expertise. 

In  our  view,  the  Medicare  program  will  have  a  greater  success  in 
dealing  with  these  volume  issues  by  asking  surgeons,  themselves, 
to  take  responsibility  for  a  evaluating  the  appropriateness  and 
quality  of  the  surgical  services  they  are  providing  to  Medicare 
beneficiaries. 

We,  also  strongly  believe  that  the  definition  of  surgical  services 
will  have  a  major  bearing  on  the  success  or  failure  of  the  MVPS 
concept.  We  have  urged  the  Secretary  to  adopt  a  definition  of  surgi- 
cal services  that  will  include,  at  least  initially,  the  surgical  services 
that  are  provided  by  those  specialties  that  are  recognized  by  Medi- 
care carriers  as  surgical  specialties. 

These,  of  course,  are  identified  by  the  type  of  service  code  on  the 
Medicare  claim  form.  As  you  are  aware,  the  definition  was,  just 
yesterday,  issued.  I  might  parenthetically  add  that  we  are  most 
pleased  with  the  cooperation  that  we  have  received  from  the  Secre- 
tary and  from  the  Health  Care  Financing  Administration  in  our 
dealing  with  this  definition  issue,  and  look  forward  to  working  with 
them  in  the  future. 

We  recognize  that  other  ways  may  eventually  be  needed  to 
define  surgical  services  in  a  more  precise  manner.  We  have  met 
with  representatives  from  the  Health  Care  Financing  Administra- 
tion to  discuss  this  issue  and  will  continue  to  do  so  in  the  future. 

Concerning  the  specifics,  the  college  believes  that  the  MVPS 
rates  of  increase  for  1991,  as  proposed  by  the  Secretary,  are  far  too 
low  and  could  seriously  undermine  our  ability  to  develop  and  im- 
plement the  processes  needed  to  make  the  MVPS  concept  viable. 

In  a  letter  to  Secretary  Sullivan,  the  college  has  expressed  its  se- 
rious concern  about  his  intention  to  recognize  only  one-half  of  the 
estimated  historical  growth  rate  in  expenditures  relating  to  the 
combined  effects  of  technology,  access  to  quality  services,  and  in- 
tensity of  services. 

We  believe  that  this  unrealistically  low  rate  departs  far  too 
quickly  from  the  trend  lines  of  the  past  in  the  demand  for  surgical 
services  and  is  inappropriate,  given  the  very  limited  experience  we 
have  had  thus  far  with  the  MVPS  concept. 

Dr.  Sullivan  has  acknowledged,  and  has  noted,  that  his  Depart- 
ment is  not  yet  able  to  quantify  the  impact  of  changing  surgical 
technologies,  emerging  diagnostic  techniques  or  other  developments 
that  could  alter  the  utilization  of  current  services.  We  are  commit- 
ted to  working  with  the  Secretary  and  his  staff  to  improve  this  esti- 
mating process  further,  to  provide  Congress  with  a  better  under- 
standing of  the  effects  of  setting  various  targets  for  surgical  serv- 
ices. 
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To  that  end,  the  college  is  working  with  our  specialty  societies  to 
initiate  a  process  through  which  the  surgical  community  will  pro- 
vide the  Secretary  with  an  annual  assessment  of  the  expected 
impact  of  changing  technologies  on  the  use  of  and  expenditures  for 
surgical  services. 

Therefore,  we  caution  against  setting  a  1991  rate  that  is  too  low 
based  on  incomplete  information  so  early  in  the  implementation  of 
the  MPPS  concept. 

Again,  we  appreciate  the  opportunity  to  present  our  views  today, 
and  I  will  be  happy  to  answer  any  questions. 

Thank  you. 

[The  statement  of  Edward  L.  Seljeskog,  M.D.  follows:] 
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STATEMENT 
of  the 

AMERICAN  COLLEGE  OF  SURGEONS 


to  the 

Subcommittee  on  Health 
Committee  on  Ways  and  Means 

United  States  House  of  Representatives 

Presented  by 

Edward  L.   Seljeskog,  MD,  FACS 

RE:     FY  1991  Budget  Issues  Related  to 

Increase  in  the  Volume  of  Medicare  Physician  Services 

May  3,  1990 

Mr.  Chairman  and  members  of  the  subcommittee,  I  am  Edward  L. 
Seljeskog,  MD,  a  neurosurgeon  from  Minneapolis,  Minnesota  and  a 
Fellow  of  the  American  College  of  Surgeons,  on  whose  behalf  I  ap- 
pear before  you  today.  I  also  am  a  member  of  the  College's  Board 
of  Regents  and  its  Physician  Reimbursement  Committee.  The  Col- 
lege appreciates  this  opportunity  to  share  its  views  about 
Secretary  Sullivan's  recommendations  on  the  Medicare  volume  per- 
formance standard  (MVPS)  rates  of  increase  for  fiscal  year  (FY) 
1991. 

As  you  know,  Mr.  Chairman,  the  American  College  of  Surgeons 
was  an  active  participant  in  this  committee's  work  last  year  as 
it  developed  the  physician  payment  reform  legislation  that  Con- 
gress approved  in  the  fall.  We  were  especially  pleased  to  work 
with  the  committee  and  its  staff  to  develop  the  MVPS  concept  and 
the  establishment  of  a  separate  standard  for  surgical  services. 
The  College  remains  committed  to  working  with  you,  and  with 
Secretary  Sullivan,  to  develop  and  implement  this  program  in  the 
most  reasonable  manner  possible. 

In  March  of  last  year,  representatives  from  the  College  ap- 
peared before  you  to  outline  the  elements  of  a  physician  payment 
reform  plan  that  dealt  with  a  number  of  concerns,  including  ways 
to  moderate  the  rate  of  spending  growth  under  Medicare  and  to 
make  program  costs  more  predictable.  Included  in  our  plan  was  a 
proposal  to  establish  a  national  expenditure  target  for  surgical 
services  that  would  take  into  account  expected  changes  in  the 
nvunber  of  Medicare  enrollees,  the  increased  aging  of  the  popula- 
tion, changes  in  the  costs  of  the  practice  of  surgery,  and  an- 
ticipated changes  in  the  frequency  of  surgical  procedures.  We 
felt  that  this  would  be  a  far  more  rational  approach  to  preparing 
the  Medicare  budget  than  the  often  unpredictable  steps  that  have 
been  taken  in  recent  years  to  establish  Medicare  spending 
policies. 

We  also  believed  that  the  MVPS-like  concept  could  begin  to 
provide  incentives  for  the  surgical  community  to  address  the 
all-important  volume  issues  relating  to  the  determinants  of 
spending  for  physicians'  services.  The  College  believes  that  it 
is  virtually  impossible  to  effectively  and  efficiently  address 
considerations  regarding  the  volume  of  services  across  the  entire 
spectrum  of  medicine.  The  practice  of  medicine  is  simply  too 
complex  and  diverse  to  deal  with  volume  concerns  in  an  across- 
the-board  manner.  In  most  major  hospitals,  for  example,  the 
responsibility  for  quality  assurance  and  volume  issues  is  as- 
signed to  specific  departments  with  the  experience  and  competence 
to  deal  with  these  issues  in  the  context  of  specific  service 
categories. 

Thus,  in  expressing  our  support  for  the  MVPS  concept,  the 
College  has  repeatedly  emphasized  that  a  single,  unfocused  stan- 
dard for  all  physicians'  services  will  provide  no  incentives  for 
specialty  groups  to  review  the  quality  of  practice  within  their 
respective  areas  of  expertise.      The  College  believes  that  the 
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Medicare  program  will  have  greater  success  in  dealing  with  such 
issues  by  asking  surgeons  themselves  to  take  responsibility  for 
evaluating  the  appropriateness  and  quality  of  surgical  services 
that    are   provided    to    beneficiaries.        We    believe    that  the 

cal  services,  and  such  other  categories  as  the  Secretary  may 
determine,  greatly  improves  the  chances  for  success  in  dealing 
with  increases  in  volume. 

As  a  corollary,  the  College  strongly  believes  that  the 
definition  of  surgical  services  will  have  a  major  bearing  on  the 
success  or  failure  of  the  MVPS  concept.  We  have  urged  the 
Secretary  to  adopt  a  definition  of  surgical  services  that  will 
include,  at  least  initially,  the  surgical  services  that  are 
provided  by  the  specialties  that  are  recognized  by  Medicare  car- 
riers as  surgical  specialties.  These  services  are  identified  by 
the  type  of  service  codes  on  Medicare  claims  forms.  Implementing 
the  MVPS  concept  in  this  way  now  will  send  a  clear  signal  to  the 
surgical  community  that  their  professional  involvement  is  being 
sought  in  order  to  make  the  MVPS  concept  work. 

We  recognize  that  other  ways  eventually  may  be  used  to 
define  surgical  services  in  a  more  precise  manner,  and  we  have 
met  with  representatives  from  the  Health  Care  Financing  Ad- 
ministration (HCFA)  to  discuss  this  issue.  HCFA  is  working  to 
improve  Medicare's  data  and  claims  reporting  systems  in  order  to 
refine  the  target  setting  process  and  to  set  more  precise  MVPS 
rates  for  future  fiscal  years.  We  believe  that,  among  other 
things,  the  improvements  in  Medicare's  data  systems  will  permit 
each  surgeon  to  be  monitored  in  terms  of  frequency,  practice 
changes,  use  of  an  assistant  at  surgery,  total  cost  per  code,  and 
so  on,  regardless  of  his  or  her  specialty  or  the  payment  locality 
in  which  the  service  is  performed.  In  addition,  we  recognize 
that  fee  differences  could  occur  between  surgeons  and  non- 
surgeons  who  perform  similar  services  due  to  a  difference  in 
yearly  updates.  However,  we  believe  such  differences  could  be 
addressed  by  the  Secretary  on  a  year-to-year  basis  to  ensure  that 
the  same  fee  schedule  amount  is  paid  per  procedure  in  each 
locality. 

Mr.  Chairman,  as  the  committee  members  know,  on  April  16, 
1990,  the  Secretary  recommended  the  same  FY  1991  MVPS  rates  of 
Increase  for  surgical  services  and  for  all  other  physicians' 
services — namely,  8.6  percent.  This  recommended  increase  takes 
into  account  inflation,  changes  in  the  number  of  enrol lees,  aging 
of  the  population,  changes  in  technology,  evidence  of  lack  of  ac- 
cess, and  other  factors.  The  rate  then  was  adjusted  to  reflect 
certain  benefit  changes  (mental  health  benefit  improvements  and 
coverage  of  Pap  smears)  that  Congress  included  as  part  of  the 
1989  budget  legislation,  yielding  the  final  MVPS  rates  of  in- 
crease for  surgical  and  non-surgical  services. 

The  American  College  of  Surgeons  believes  that  the  MVPS 
rates  proposed  by  the  Secretary  are  far  too  low  and  could 
seriously  undermine  our  ability  to  develop  the  processes  needed 
to  make  the  MVPS  concept  a  viable  one.  In  an  April  19,  1990  let- 
ter to  Dr.  Sullivan,  the  College  expressed  serious  concerns  about 
his  intention  to  recognize  only  one-half  of  the  estimated  his- 
torical growth  rate  in  expenditures  relating  to  the  combined  ef- 
fects of  technology  improvements  in  medicine,  access  to  quality 
surgical  services,  and  intensity.  We  believe  that  this  unrealis- 
tically  low  rate  departs  far  too  quickly  from  the  trend  line  in 
the  demand  for  surgical  services  and  is  inappropriate  given  the 
very  limited  experience  we  have  had  thus  far  with  the  MVPS  con- 
cept. The  law's  default  provision,  if  allowed  to  go  into  effect, 
requires  that  the  MVPS  calculations  be  reduced  by  a  statutory 
performance  standard  adjustment  factor  of  one  percentage  point 
for  FY  1991.  Further  reductions  that  are  made  now  could  easily 
defeat  the  entire  MVPS  concept  before  it  is  even  tested. 

In  his  letter  to  Congress  on  the  MVPS,  Dr.  Sullivan  noted 
that  the  Department  is  not  yet  able  to  quantify  the  impact  of 
changing  surgical  technologies,  emerging  diagnostic  techniques, 
or  other  developments  that  could  alter  the  utilization  of  current 
services.  We  recognize  and  agree  that  this  is  a  major  task  that 
must  be  undertaken  in  a  more  thorough  manner  before  reasonable 
judgments  about  the  expected  use  of  surgical  and  other 
physicians'   services  can  be  made.     We  are  committed  to  working 
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with  the  Secretary  and  his  staff  during  this  year  to  improve  the 
estimating  process  and  to  provide  Congress  with  a  better  under- 
standing of  the  effects  of  setting  various  target  rates  for  sur- 
gical services.  To  that  end,  the  College  is  working  with  the 
surgical  specialty  societies  to  initiate  a  process  through  which 
the  surgical  community  will  provide  the  Secretary  with  an  annual 
assessment  of  the  expected  impact  of  changing  technologies  on  the 
use  of  and  expenditures  for  surgical  services.  Thus,  we  caution 
against  setting  the  1991  rates  too  low  on  the  basis  of  incomplete 
information  so  early  in  the  implementation  of  the  MVPS  concept. 

Mr.  Chairman,  we  appreciate  this  opportunity  to  present  the 
College's  views  on  this  important  issue. 
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Chairman  Stark.  Thank  you,  Dr.  Seljeskog. 
Dr.  Jensen. 

STATEMENT  OF  ALLAN  D.  JENSEN,  M.D.,  BALTIMORE,  MD.,  ASSO- 
CIATE SECRETARY  FOR  FEDERAL  ECONOMIC  POLICY,  AMERI- 
CAN ACADEMY  OF  OPHTHALMOLOGY 

Dr.  Jensen.  Thank  you,  Mr.  Chairman.  I  am  Allan  Jensen.  I  am 
a  practicing  ophthalmologist  in  Baltimore,  and  I  am  here  repre- 
senting the  American  Academy  of  Ophthalmology.  We,  also,  appre- 
ciate this  opportunity  to  describe  our  efforts  to  promote  the  appro- 
priate utilization  of  care. 

You  already  have  my  written  statement  which  I  would  like  to 
summarize.  As  background,  let  me  mention  some  demographics. 
The  incidence  of  medical  eye  conditions  increases  with  age.  As  you 
know,  while  cataract  occurs  in  about  10  percent  of  the  general  pop- 
ulation, it  affects  over  50  percent  of  the  Medicare  population. 

Elevated  intraocular  pressure,  which  is  a  risk  factor  for  glauco- 
ma, which  was  recently  found  in  President  Bush,  while  it  affects  2 
percent  of  the  general  population,  it  affects  9  percent  of  the  Medi- 
care population. 

Given  these  statistics,  it  is  clear  that  ophthalmology  will  contin- 
ue to  have  an  increasing  number  of  patients  in  need  of  eye  care. 
With  you,  we  are  concerned  that  that  care  be  appropriate,  and  we 
have  undertaken  activities  aimed  at  educating  our  members,  pa- 
tients and  the  public,  and  cooperating  with  Medicare  initiatives. 

One  of  our  major  activities  has  been  our  code  of  ethics  which,  in 
1984,  we  developed  with  the  guidance  of  the  Federal  Trade  Com- 
mission. The  code  provides  guidance  in  caring  for  patients,  main- 
taining personal  competency,  refraining  from  charging  fees  that  ex- 
ploit those  who  pay  for  services,  and  describing  the  responsibility 
of  the  surgeon  for  providing  pre  and  post-operative  care. 

Certainly,  an  ethical  approach  to  our  patients  will  result  in  ap- 
propriate and  cost-effective  quality  care.  We  drew  from  our  ethics 
code  in  recommending  criteria  to  the  PRO's.  Although  we  opposed 
including  cataract  surgery  in  the  prior  approval  program,  we  devel- 
oped guidelines  and  urged  cooperation  between  State  eye  societies 
and  their  PRO's. 

Two  key  elements  of  our  guidelines  were  changed  by  HCFA 
making  the  program  less  successful  than  we  had  predicted.  First, 
we  do  not  believe  that  a  visual  acuity  alone  is  a  reliable  guide  to 
the  necessity  for  surgery.  We  recommended  a  list  of  functional 
status  of  patients,  and  how  their  visual  impairment  affected  their 
daily  activities. 

Second,  although  many  PRO's  agreed  that  an  ophthalmologist 
should  be  required  to  follow  the  patient  through  the  post-operative 
recovery  period,  these  criteria  were  deleted  by  the  HCFA  central 
office. 

Our  effort  with  the  PRO's  led  us  to  a  more  comprehensive  look 
at  practice  patterns.  The  academy  recognized  the  need  for  more  de- 
tailed guidelines,  not  only  for  cataract  surgery  but  for  other  eye 
conditions  as  well.  Indeed,  we  are  proud  of  our  series  of  "Preferred 
Practice  Patterns."  I  understand  you  have  received  a  copy  of  our 
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''Preferred  Practice  Pattern"  on  cataract,  and  Dr.  Lee  has  referred 
to  these  before. 

They  represent  quality  eye  care  commensurate  with  present 
knowledge  and  resources.  They  are  based  on  the  best  available  sci- 
entific data  as  interpreted  by  panels  of  knowledgeable  health  pro- 
fessionals. In  my  own  personal  practice,  I  must  say,  they  have  been 
educational  tools  and  I  would  disagree  with  the  statement  that 
they  have  not  affected  our  practice.  They  have,  indeed,  affected  the 
practices  of  most  ophthalmologists. 

Because  of  our  work,  the  Public  Health  Service's  new  Forum  for 
Quality  and  Effectiveness  in  Health  Care  has  approached  us  to 
assist  in  developing  one  of  its  first  set  of  practice  guidelines  for  cat- 
aract surgery.  I  feel  if  the  Medicare  program  adopted  these  PPP's, 
as  we  call  them,  the  Government  would  be  taking  a  major  step 
toward  assuring  that  it  was  getting  value  for  its  dollar. 

While  our  efforts  have  emphasized  the  average  practice,  we  are 
aware  that  other  types  of  practice  have  gained  attention.  Occasion- 
al news  articles  which,  Fm  sure,  most  of  you  have  read,  an  exam- 
ple being  the  recent  Detroit  News  series,  have  reported  certain 
forms  of  cataract  surgery  practices  that  are  not  representative  of 
the  majority  of  our  members. 

Personally,  when  I  saw  those  articles,  I  was  amazed  and  some- 
what embarrassed.  The  academy,  and  the  vast  majority  of  its  mem- 
bers, are  committed  to  ethically  appropriate  practices  based  on  our 
code  of  ethics.  For  the  few  whose  behavior  belies  this,  we  wish  we 
could  do  something  but  strict  prohibitions  by  the  Federal  Trade 
Commission  restrict  our  ability  to  control  what  we  believe  to  be  ab- 
errant practices. 

We  continue  to  believe  that  when  a  physician  sees  the  patient, 
both  preoperatively  and  postoperatively,  there  is  a  greater  likeli- 
hood to  discover  potential  diseases  and  their  ophthalmic  complica- 
tions. Those  who  do  not  practice  this  type  of  medicine  have  more 
time  to  increase  their  volume  and  do  not  have  the  time  to  provide 
comprehensive  patient  care. 

We  have  concerns  over  any  program  which  is  aimed  at  maximiz- 
ing surgical  volumes  such  as  HCFA's  proposed  cataract  PPO  dem- 
onstration. We  have  been  working  to  attempt  to  convince  HCFA  to 
discontinue  plans  for  a  cataract  surgery  PPO.  This  demonstration 
project  is  aimed  at  testing  the  concept  of  exchanging  high-volume 
for  low-price  cataract  surgery. 

We,  certainly,  don't  need  any  further  inducements  for  higher 
volume  in  cataract  surgery.  If  the  propriety  of  such  high-volume 
providers  as  described  in  the  Detroit  News  articles  is  questioned, 
why  is  it  not  equally  questionable  for  Government  to  create  a 
system  that  encourages  a  high-volume  practice  like  a  cataract  PPO. 

Our  efforts  could  be  enhanced  by  the  following  recommendations 
for  congressional  action.  We  recommend  first  that  you  mandate  pre 
and  postoperative  care  by  the  operating  surgeon  or  a  physician  of 
equal  training. 

Second,  we  would  like  to  see  some  encouragement  to  States  to 
address  particular  aberrant  practice  patterns.  For  example,  two 
State  pro's  are  considering  second-opinion  programs,  and  the  PRO 
in  the  Carolinas  has  instituted  a  mandatory  waiting  period  before 
surgery. 
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Finally,  we  would  recommend  prohibition  to  HCFA  from  con- 
ducting a  pilot  project  to  test  a  volume-inducing  cataract  PPO. 

I  thank  you  for  listening.  I  would  certainly  be  glad  to  answer  any 
of  your  questions. 

[The  statement  and  attachment  of  Allan  D.  Jensen,  M.D.,  follow:] 
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STATEMENT 
of  the 

AMERICAN  ACADEMY  OF  OPHTHALMOLOGY 
to  the 
Subcommittee  on  Health 
House  Ways  and  Means  Committee 
May  3,  1990 


Introduction 

Good  morning.     My  name  is  Allan  Jensen,  and  I  am  an  ophthalmologist 
in  private  practice  in  Baltimore.     I  am  appearing  today  in  my 
capacity  as  Associate  Secretary  for  Federal  Economic  Policy,  of  the 
American  Academy  of  Ophthalmology.     The  Academy  represents  16,000 
or  95%  of  the  ophthalmologists  in  the  U.S. — doctors  of  medicine  who 
provide  primary  and  comprehensive  medical  eye  treatment  and 
surgery. 

We  appreciate  this  opportunity  to  describe  our  efforts  to  promote 
the  appropriate  utilization  of  care.     My  testimony  will  highlight: 

o        The  age-related  incidence  of  major  eye  conditions 

o        The  Academy's  Code  of  Ethics  as  our  attempt  to  encourage 

appropriate  quality  care 
o        Peer  review,  including  cooperative  activities  with 

Medicare  PROs  at  the  national,  state  and  local  levels 
o        The  Academy's  development  and  dissemination  of  Preferred 

Practice  Patterns 
o        Highlights  of  our  response  to  news  articles  on  atypical 

ophthalmic  practices 
o        The  Academy's  efforts  to  prevent  HCFA  from  launching  a 

volume- inducing  cataract  PPO. 


Background. 

The  incidence  of  medical  eye  conditions  increases  with  age. 
Therefore,  with  the  increasing  number  and  age  of  Medicare 
beneficiaries,  more  ophthalmic  care  will  be  required.     For  example: 

o        The  prevalence  of  primary  open-angle  glaucoma  rises  from  0.1% 
for  those  aged  40  to  49,  to  2  to  3%  for  those  over  age  70. 
The  prevalence  of  elevated  intraocular  pressure--which  was 
found  in  President  Bush  during  his  recent  physical--and  which 
is  a  leading  risk  factor  for  developing  open-angle  glaucoma, 
rises  from  2%  for  people  under  age  40  to  9%  at  ages  over  70. 
An  estimated  2  million  people  have  open-angle  glaucoma,  and  5 
to  10  million  have  elevated  intraocular  pressure. 


o        Diabetes  affects  10  million  people  in  the  U.S.,  the  majority 
having  the  adult-onset  form  of  the  disease,  and  living  longer 
into  Medicare  eligibility.     Diabetes  is  the  leading  cause  of 
new  cases  of  legal  blindness,  and  blindness  is  25  times  more 
common  in  diabetics  than  in  non-diabetics.       Each  year  in  the 
U.S.,  there  are  11,000  new  cases  of  diabetic  macular  edema, 
22,000  new  cases  of  proliferative  diabetic  retinopathy,  and 
5,000  cases  of  blindness  caused  by  complications  of  diabetes. 

o        Cataracts  occur  in  about  10%  of  Americans,  and  this  prevalence 
increases  to  about  50%  for  those  between  the  ages  of  65  and 
74,  and  to  about  70%  for  those  over  age  75. 

Given  these  statistics,  it  is  clear  that  ophthalmology  will 
continue  to  have  an  increasing  number  of  patients  in  need  of  eye 
care.     To  promote  appropriate  care,  the  Academy  has  undertaken 
activities  aimed  at  educating  our  members,  patients  and  the  public, 
and  cooperating  with  Medicare  program  initiatives. 
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Establishment  of  a  Code  of  Ethics. 

The  Academy  is  committed  to  ethical  practice,  and  in  1984, 
developed  a  Code  of  Ethics,  with  the  guidance  of  the  Federal  Trade 
Commission.     The  vast  majority  of  our  members  abide  by  and  take 
pride  in  our  Code.     (Copy  attached) 

Our  Ethical  Principles  and  Rules  provide  guidance  in  caring  for 
patients,  maintaining  personal  competency,  refraining  from  charging 
fees  that  exploit  those  who  pay  for  services,  and  describing  the 
responsibility  for  providing  pre-  and  post-operative  care.  An 
ethical  approach  to  our  patients  will  result  in  appropriate  and 
cost  effective  quality  care. 

We  believe  that  when  a  physician  sees  the  patient  pre-  and  post- 
operatively, there  is  a  greater  likelihood  to  discover  diseases  and 
their  ophthalmic  complications.     Those  who  do  not  practice  this 
type  of  medicine  have  more  time  to  increase  their  volume  and  do  not 
have  the  time  to  provide  comprehensive  patient  care. 

Peer  Review. 

The  Academy  has  cooperated  on  a  national  level,  and  has  encouraged 
state  ophthalmology  societies  and  individual  ophthalmologists  to 
participate  in  the  activities  of  the  Medicare  Peer  Review 
Organizations. 

Assistants  at  Surgery.     The  Academy  provided  the  basis  for  the 
first  set  of  guidelines  utilized  in  prior  authorization  by  the 
PROs--for  assistant-surgeons  during  cataract  surgery,  beginning  in 
1987.     Although  opposed  to  the  legislated  intrusiveness  of  this 
policy,  these  guidelines  were  developed  to  identify  those 
conditions  for  which  a  second  surgeon  would  be  needed  to  assure  the 
best  outcome  for  the  patient. 

The  state  ophthalmological  societies  approached  their  PROs,  to  work 
together  to  adapt  these  guidelines  to  their  own  patterns  of  care. 
These  guidelines  have  been  implemented  with  only  minor  variations. 

Prior  Approval  for  Cataract  Surgery.     Cataract  surgery  and  nine 
other  procedures  must  submit  to  prior  approval  by  the  PRO  in  order 
for  the  surgeon  and  facility  to  be  reimbursed. 

Although  we  opposed  including  cataract  surgery  in  this  program, 
once  it  was  clear  that  it  would  be  included,  the  Academy  developed 
guidelines  for  prior  approval,  and  again  urged  cooperation  between 
state  ophthalmological  societies  and  their  PROs.  As  a  result,  the 
Academy's  guidelines  serve  as  the  basis  for  PRO  review  of  cataract 
surgery. 

Two  key  elements  of  our  guidelines  were  changed  by  HCFA,  making  the 
program  even  less  successful  than  we  predicted.     First,  we  do  not 
believe  that  a  visual  acuity  level  is  a  reliable  guide  to  the 
necessity  for  surgery.     We  recommended  a  list  of  questions  on  the 
functional  status  of  patients,  and  how  their  visual  impairments 
affected  their  daily  activities. 

Second,  although  many  PROs  agreed  that  an  ophthalmologist  should  be 
required  to  follow  the  patient  through  the  post-operative  recovery 
period,  these  criteria  were  deleted  by  the  HCFA  central  office. 

Continuing  Support  for  State  Efforts.     The  Academy  has  served  as  a 
facilitator  between  state  ophthalmological  societies,  PROs  and  HCFA 
in  Iowa  and  Massachusetts,  to  test  a  random  second  opinion  program 
for  cataract  surgery.     The  purpose  of  such  a  program  would  be  to 
monitor  the  appropriateness  of  cataract  surgery  based  on  a  second 
ophthalmologist's  opinion  of  the  patient's  functional  status  and 
other  considerations  for  surgery,  not  necessarily  related  to  the 
visual  acuity  level  alone. 
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We  also  want  to  give  credit  to  our  individual  members  who  have 
volunteered  many  hours  of  their  own  time  to  assist  in  their  PROs 
efforts  to  monitor  practice. 

Academy's  Preferred  Practice  Patterns. 

Even  with  all  of  these  efforts,  the  Academy  recognized  that 
Medicare  would  be  moving--sooner  or  later--toward  the  need  for  more 
detailed  guidelines,  not  only  for  cataract  surgery,  but  for  other 
eye  conditions  as  well. 

We  are  proud  of  our  series  of  Preferred  Practice  Patterns,  copies 
of  which  were  delivered  to  the  Subcommittee's  staff,  and  I 
respectfully  request  that  they  be  included  in  the  hearing  record. 

The  Academy  developed  its  PPPs  through  careful  studies  by  panels  of 
experts,  and  with  extensive  opportunity  for  expression  and 
consideration  of  different  points  of  view. 

Quoting  from  the  introduction:     "These  Preferred  Practice  Patterns 
are  neither  minimal  nor  aspirational ;  they  represent  quality  eye 
care  commensurate  with  present  knowledge  and  resources.     They  are 
based  on  the  best  available  scientific  data  as  interpreted  by 
panels  of  knowledgeable  health  professionals.     In  some  instances, 
the  data  are  particularly  persuasive  (as  with  results  of  carefully 
conducted  clinical  trials)  and  provide  clear  guidance;  in  other 
instances,  the  panels  had  to  rely  more  heavily  on  their  collective 
judgment  and  evaluation  of  available  evidence.     As  better  data 
become  available,  these  guidelines  will  be  altered  as  appropriate." 

To  date,  we  have  published  PPPs  for: 

o  Quality  of  Ophthalmic  Care:     Core  Criteria 

o  Cataract  in  the  Otherwise  Healthy  Adult  Eye 

o  Comprehensive  Adult  Eye  Evaluation 

o  Diabetic  Retinopathy 

o  Primary  Open-Angle  Glaucoma  Suspect 

o  Primary  Open-Angle  Glaucoma 

If  the  Medicare  program  adopted  these  PPPs,  the  government  would  be 
taking  a  major  step  toward  assuring  that  it  was  getting  value  for 
its  dollar. 

Internal  Dissemination.     These  PPPs  have  been  distributed  to  our 
members  through  our  monthly  newsletter.     They  are  part  of  the 
Ophthalmic  Knowledge  Assessment  Program  (OKAP),  a  self -eduction, 
self -assessment  tool  used  by  our  members.     The  American  Board  of 
Ophthalmology,  our  certifying  body,  is  considering  using  the  PPPs 
in  its  certification  process. 

External  Distribution.     While  we  are  subject  to  legal  constraints 
in  our  activities  to  distribute  the  PPPs  to  private  organizations, 
we  have  responded  to  many  requests  from  third  party  insurers,  the 
Group  Health  Association,  the  American  College  of  Physicians,  the 
American  Medical  Peer  Review  Organization  for  use  by  state  PROs, 
and  the  HCFA  Bureau  of  Program  Operations. 

In  addition,  we  have  presented  the  PPPs  to  the  Physician  Payment 
Review  Commission,  who  responded  favorably.     Also,  PHS ' s  newly 
established  Forum  for  Quality  and  Effectiveness  in  Health  Care  has 
approached  the  Academy  to  assist  it  in  developing  one  of  its  first 
set  of  practice  guidelines  for  cataract  surgery. 

We  believe  that  these  activities  demonstrate  our  continuing  effort 
to  promote  quality  of  care  and  appropriate  utilization  of  medical 
resources . 
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Describing  the  typical  ophthalmology  cataract  surgery  practice. 

Occasional  news  articles,  an  example  being  the  recent  Detroit  News 
series,  have  reported  certain  forms  of  cataract  surgery  practices 
that  are  not  representative  of  the  majority  of  our  members. 

The  average  active  ophthalmologist  performs  about  150  cataract 
surgeries  per  year.     Only  a  small  percentage  of  individuals  do  the 
extremely  high  volumes  of  surgery  illustrated  in  the  articles. 

The  vast  majority  of  ophthalmologists  are  committed  to 
individualized  care  of  their  patients.     Adhering  to  the  Academy's 
Code  of  Ethics,  they  provide  pre-operative  care,  as  well  as  60-90 
days  of  post-operative  care  for  their  patients. 

The  Academy  would  be  concerned  about  individual  practices  if  their 
high  volumes  prevented  patients  from  receiving  appropriate  pre-  and 
post-operative  care.     Medicare's  permitting  the  unbundling  of  these 
aspects  of  care  underscores  another  reason  for  concern. 

It  is  our  understanding  that  the  IG  is  studying  patient  referral 
networks  that  allegedly  exist  for  economic  gain,  where  a  pre- 
designated  surgeon  is  hired  to  perform  only  the  surgical  procedure 
for  patients  funnelled  into  his  facility.     According  to  these 
reports,  pre-  and  post-operative  care,  including  the  decision  for 
surgery,  are  performed  by  a  non-physician  who  has  a  direct 
financial  interest  in  the  facility  and/or  the  performance  of  the 
surgery.     These  networking  arrangements  represent  only  a  small 
number  of  practices  which  generate  a  disproportionately  large 
volume  of  surgeries. 

This  represents  one  type  of  a  practice  that  raises  questions  of 
quality  and  ethics.     We  are  concerned  about  any  type  of  assembly- 
line  medicine  that  dehumanizes  the  physician-patient  relationship 
and  could  result  in  diminished  quality. 

Academy's  Action  in  Response. 

The  Academy  and  a  vast  majority  of  its  members  are  committed  to 
ethically  appropriate  practices  based  on  our  Code  of  Ethics.  For 
the  few  whose  behavior  belies  this,  we  wish  we  could  do  something, 
but  strict  prohibitions  by  the  FTC  restrict  our  ability  to  control 
what  we  believe  to  be  aberrant  practices.     If  Congress  and  the 
public  want  the  profession  to  do  a  better  policing  job,  then 
lawmakers  will  have  to  consider  ways  to  untie  our  hands. 

Attached  to  my  statement  is  an  editorial  expressing  these  concerns 
by  the  Academy's  legal  counsel. 

Within  our  limits  we  have  been  able  to  accomplish  a  great  deal: 

Studies  and  Investigations.  We  have  cooperated  with  the  studies 
performed  by  the  HHS  Inspector  General's  Office,  including  those 
that  have  been  the  subject  of  Congressional  hearings  over  the 
years.  We  have  cooperated  with  the  General  Accounting  Office  in 
studies  of  various  aspects  of  cataract  surgery.  We  assisted  the 
Office  of  Technology  Assessment  in  its  study  of  post-operative 
care . 

These  studies  have  focused  on  higher  volume  practices,  but,  for 
example,  have  not  been  able  to  conclusively  show  serious  health 
hazards.     Indeed,  it  is  impossible  to  define  what  level  of  surgery 
is  "too"  high.     From  the  Academy's  ethical  and  quality  of  care 
approach,  that  level  is  reached  when  the  next  patient  cannot  be 
provided  appropriate  pre-  and  post-operative  care  by  an 
ophthalmologist . 
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Congressional  Hearings.     In  1985,  we  first  presented  our  Code  of 
Ethics  to  the  House  Aging  Committee,  when  it  was  investigating 
cataract  surgery  with  the  IG's  Office.    We  emphasized  the  need  then 
for  a  commitment  to  appropriate  post-operative  care. 

In  May,  1988,  the  Senate  Aging  Committee  held  hearings  in 
Philadelphia,  receiving  testimony  for  the  first  time  from  patients 
whose  recovery  from  cataract  surgery  was  compromised  by  referral 
arrangements  which  they  did  not  understand. 

Last  spring,  we  testified  before  this  Subcommittee.     (Copy  of 
testimony  attached.)       At  that  time,  we  recommended  that  the 
Subcommittee:     (1)  prohibit  HCFA  from  allowing  the  unbundling  of 
the  cataract  surgery  fee;   (2)  include  specific  provisions  in 
Chairman  Stark's  referral  legislation  prohibiting  referrals  for 
cataract  surgery  where  a  financial  interest  is  involved;  and  (3) 
explore  the  feasibility  of  a  random  second  opinion  program. 

We  continue  to  believe  that  when  a  physician  sees  the  patient  pre- 
and  post-operatively,  there  is  a  greater  likelihood  to  discover 
potential  diseases  and  their  ophthalmic  complications.     Those  who 
do  not  practice  this  type  of  medicine  have  more  time  to  increase 
their  volume  and  do  not  have  the  time  to  provide  comprehensive 
patient  care. 

Federal  Initiative  to  Induce  Cataract  Surgery  Volume.    We  have  been 
working  for  nearly  a  year  now,  to  attempt  to  convince  HCFA  to 
discontinue  plans  for  a  cataract  surgery  PPO.     This  is  a  proposed 
demonstration  project  aimed  at  testing  the  concept  of  exchanging 
high  volume  for  low-price  cataract  surgery.     We  do  not  need  any 
further  inducements  for  higher  volume  in  cataract  surgery. 


Surgeon's  fee  are  being  reduced  under  current  legislation,  and  will 
be  reduced  even  more  under  the  Medicare  Relative  Value  Scale. 
Prices  for  hospital  outpatient  care,  ambulatory  surgery  centers  and 
the  implanted  intraocular  lenses  also  have  been  reduced. 

Price  reductions  have  been  a  fact  of  life  for  cataract  surgery. 
But  the  concept  of  designating  one  cataract  preferred  provider 
organization  in  an  area,  based  solely  on  its  negotiated  lower 
price,  and  to  the  exclusion  of  other  ophthalmologists  in  the  area, 
with  the  clear  intention  of  performing  cataract  surgery  on  as  many 
Medicare  patients  as  can  be  induced  to  show--is  unwise.     There  is 
no  reason  to  disrupt  the  provision  of  quality  local  care  just  to 
pilot-test  programs  which  induce  volume. 

If  you  question  the  propriety  of  such  high  volume  providers  as 
described  in  the  Detroit  News  articles,  why  is  it  not  equally 
questionable  and  inconsistent  for  government  to  create  a  system 
that  encourages  a  high  volume  practice  like  the  cataract  PPO? 

Academy  Recommendations : 

The  Academy  appreciates  this  opportunity  to  share  with  the 
Committee  some  of  our  recent  efforts  relating  to  appropriate 
utilization  of  medical  and  surgical  treatment.  Our  efforts  could  be 
enhanced  by  the  following  Congressional  actions: 

1)  Congress  should  mandate  pre-  and  post-operative  care  by  the 
operating  surgeon,  or  physician  of  equal  training.  This  action 
would  ensure  more  consistent  and  quality  patient  care. 

Following  the  Academy's  Preferred  Practice  Pattern  on  cataract 
surgery  will  assure  that  appropriate  surgery  is  performed  with 
excellent  expectations  of  a  quality  outcome. 


41 


2)  Congress  should  encourage  and  support  state  PROs  to  work  with 
state  ophthalmological  societies  to  address  particular  aberrant 
practice  patterns  in  their  states.     For  example,  a  mandatory 
waiting  period  prior  to  cataract  surgery  has  been  instituted  in  the 
Carolinas. 

3)  Congress  should  prohibit  HCFA  from  soliciting  for  applicants 
and  from  conducting  a  pilot  project  to  test  volume -inducing 
cataract  PPOs. 

4)  Congress  might  also  consider  the  FTC's  role  in  limiting  the 
ability  of  medical  societies  to  take  action  in  response  to 
unethical  behavior  of  their  members. 

Thank  you  for  your  kind  consideration  of  our  views.     I  will  be 
happy  to  answer  your  questions. 
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As  a  service  to  its  members  and  the  public,  the  American  Academy  of  Ophthalmology 
is  developing  a  series  of  guidelines  called  Preferred  Practice  Patterns  that  identify 
characteristics  and  components  of  quality  eye  care.  These  guidelines  are  particularly 
timely  and  appropriate  as  third  party  payors  and  government  grapple  with  the  need  to 
maintain  quality  care  in  the  face  of  cost-containment,  and  as  traditional  attitudes  of 
Academy  members  are  challenged  by  changing  patterns  of  health  care  delivery  and 
emerging  market  forces. 

These  Preferred  Practice  Patterns  are  neither  minimal  nor  aspiraiional;  they  represent 
quality  eye  care  commensurate  with  present  knowledge  and  resources.  They  are 
based  on  the  best  available  scientific  data  as  interpreted  by  panels  of  knowledgeable 
health  professionals.  In  some  instances,  the  data  are  particularly  persuasive  (as  with 
results  of  carefully  conducted  clinical  trials)  and  provide  clear  guidance;  in  other 
instances,  the  panels  had  to  rely  more  heavily  on  their  collective  judgment  and  evalua- 
tion of  available  evidence.  As  better  data  become  available,  these  guidelines  will  be 
altered  as  appropriate. 

Preferred  Practice  Patterns  provide  guidance  for  the  pattern  of  practice,  not  for  the 
care  of  a  particular  individual.  While  they  should  generally  meet  the  needs  of  most 
patients,  they  cannot  possibly  best  meet  the  needs  of  all  patients.  Depending  on  a 
host  of  medical  and  social  variables,  it  is  anticipated  that  it  will  be  necessary  to 
approach  some  patients'  needs  in  different  ways.  The  ultimate  judgment  regarding 
the  propriety  of  the  care  of  a  particular  patient  must  be  made  by  the  physician  in  light 
of  all  of  the  circumstances  presented  by  the  patient.  Adherence  to  these  Preferred 
Practice  Patterns  will  certainly  not  ensure  a  successful  outcome  in  every  situation. 
These  guidelines  should  not  be  deemed  inclusive  of  all  proper  methods  of  care  or 
exclusive  of  other  methods  of  care  reasonably  direaed  at  obtaining  the  best  results. 

It  is  the  Academy's  intention  to  update  all  Preferred  Practice  Patterns  as  new  knowl- 
edge dictates.  To  ensure  all  Preferred  Practice  Patterns  are  current  (and  where  not, 
no  longer  applicable),  each  is  valid  for  three  years  from  the  date  of  issue  unless  super- 
seded by  a  revision. 
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ORIENTATION 


ENTITY 

Cataract  in  the  otherwise  healthy  adult  eye. 

DISEASE  DEFINITION 

A  cataract  is  an  opacity  in  the  lens. 


ACTIVITY 

Diagnosis  and  care  of  the  adult  patient  with  visual  loss  due  to  cataract  in  an  otherwise 
healthy  eye. 


PURPOSE 

The  primary  purpose  in  diagnosing  and  caring  for  a  patient  with  a  cataract  is  to 
improve  functional  vision  and  the  quality  of  life. 


GOALS 

Identify  the  presence  of  cataract. 
Quantify  the  impact  on  vision. 

Determine  the  impact  of  reduced  vision  on  the  patient's  quality  of  life. 

Educate  and  reassure  the  patient  about  his  particular  visual  problem,  including  the 
prognosis. 

Perform  appropriate  surgery  when  indicated  and  if  desired  by  an  informed  patient. 

Provide  necessary  postoperative  care,  rehabilitation  and  treatment  of  any  compli- 
cations. 
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BACKGROUND 


EPIDEMIOLOGY  AND  MAGNITUDE 


While  the  etiology  of  cataract  formation  is  not  fully  understood,  epidemiologic  studies 
suggest  that  the  condition  is  age  related.  Cross-sectional  studies  have  identified  cata- 
racts in  about  10%  of  all  Americans,  and  this  prevalence  increases  to  about  50%  for 
those  between  the  ages  of  65  and  74  and  to  about  70%  for  those  over  75.'"^ 

In  the  U.S..  cataracts  are  the  major  cause  of  self-reported  visual  impairment,  and  they 
are  the  third  leading  preventable  cause  of  blindness.'  Although  quantitative  documen- 
tation of  the  full  extent  of  the  economic  and  noneconomic  impact  of  visual  impair- 
ment resulting  from  untreated  cataract  is  not  available,  the  condition  clearly  can  have 
a  profound  impact  on  the  patient  and  his  daily  activities.  This  impact  can  be  lessened 
to  some  degree  during  the  early  stages  of  cataract  formation  by  appropriate  refraction 
and  fitting  of  eyeglasses  or  contact  lenses.  Ultimately,  surgery  is  the  only  therapy  that 
can  be  provided  for  a  person  with  significant  visual  loss  due  to  cataract. 

More  than  one  million  cataract  procedures  are  paid  for  by  the  Medicare  program  each 
year,  making  it  the  leading  therapeutic  surgical  procedure  for  Americans  over  the  age 
of  65.  Overall,  it  is  estimated  that  about  1.25  million  cataract  extractions  were  per- 
formed in  the  U.S.  during  1988.  The  annual  cost  for  cataract  surgery  and  all  associated 
care  is  approximately  $3  billion.'  "*"'^ 

Currently,  according  to  a  recent  study,  about  10%  of  all  cataract  surgery  is  done  on  an 
in-patient  basis,  resulting  in  approximately  125,000  hospitalizations  annually.''  More- 
over, the  visual  disability  associated  with  cataract  formation  accounts  for  over  eight 
million  physician  office  visits  per  year." 


urrently  there  is  no  medical  treatment  to  prevent  formation  and  progress  of  cata- 
ract in  the  otherwise  healthy  adult  eye.  However,  active  research  is  in  progress,  and 
factors  that  may  initiate  or  facilitate  the  development  of  cataract  are  gradually  being 
identified.  Public  education  should  be  directed  towards  awareness  of  the  role  that 
medications  (e.g.,  steroids),  toxic  substances,  systemic  diseases,  trauma  and  radiatior 
fe  g.,  ultraviolet  and  ionizing)  may  play  in  the  development  of  a  cataract.'^" 


PREVENTION 
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CARE 
PROCESS 


-»he  aim  of  cataract  surgery  is  to  improve  vision  and  remove  visual  impediments.  The 
rate  of  cataract  surgery  has  increased  by  more  than  350%  over  the  last  20  years.  New 
surgical  techniques  that  reduce  operative  risk,  as  well  as  a  major  improvement  in 
postsurgical  vision  brought  about  by  lOL  technology,  have  led  to  a  change  in  the  indi- 
cations for  surgery.  In  addition,  the  advent  of  Medicare  has  provided  access  that  some 
patients  might  not  have  had  previously.'^""'  As  the  average  age  of  the  population 
continues  to  increase,  the  rate  of  cataract  surgery  can  be  expected  to  increase  even 
further. 


DIAGNOSIS 


Evaluation  of  Visual  Impairment 

No  single  test  adequately  describes  the  effect  of  cataracts  on  a  patient's  visual 
status  or  functional  ability.  A  decision  to  perform  cataract  surgery  cannot  and 
should  not  be  made  entirely  on  the  measurement  of  Snellen  visual  acuity  alone; 
the  likely  degree  of  visual  improvement  and  its  impact  on  the  quality  of  life  must 
be  weighed  against  the  risks  and  costs  of  surgery.  Although  not  a  definitive  mea- 
sure of  visual  dysfunction,  simple  Snellen  acuity  is  the  most  universally  used 
index  of  visual  functioning  and  a  technique  that  is  reasonably  standardized. 
Other,  newer  techniques  for  evaluating  visual  function  are  under  investigation, 
but  their  reliability  and  standardization  have  not  yet  been  established.  Until  they 
are,  this  Preferred  Practice  Pattern  recommends  reliance  on  Snellen  acuity  as  the 
best  general  guide  to  the  appropriateness  of  surgery,  but  recognizes  the  need  for 
flexibility  with  due  regard  to  a  patient's  particular  functional  and  visual  needs, 
environment  and  risks,  which  may  vary  widely. 


MANAGEMENT 

Visual  improvement  and  functional  rehabilitation  are  possible  in  the  vast  majonty  of 
patients  and  should  be  the  goal  at  each  stage  of  treatment.  The  management  of  visual 
loss  due  to  cataract  has  both  nonsurgical  and  surgical  components.'^ 


Nonsurgical  Management 

Nonsurgical  methods  of  management  include  patient  education  and  reassurance 
about  the  cause  of  visual  disability  and  the  prognosis.  In  the  developmental  stage 
of  nuclear  sclerosis,  a  common  type  of  cataract,  myopia  is  induced,  and  changing 
the  spectacle  lens  prescription  will  often  improve  vision.'^  Use  of  strong  bifocals 
and  magnifying  lenses  often  satisfies  near-vision  requirements  as  the  cataract 
progresses.  Dilation  of  the  pupil  may  allow  the  patient  to  view  around  a  central 
posterior  subcapsular  cataract.  However,  the  glare  experienced  from  such  a 
cataract  may  be  unacceptable,  particularly  in  tho.se  situations  where  the  intensity 
of  ambient  light  is  high.  During  this  period  of  eady  cataract  development,  such 
measures  may  be  successful  for  many  patients  in  meeting  their  visual  needs 
without  recourse  to  surgery. 


Surgical  Management 

Surgery  for  cataract  in  the  otherwise  apparently  healthy  adult  eye  is  considered 
when  medical,  optical  and  environmental  measures  have  proved  inadequate  for 
the  patient's  visual  requirements.  The  patient  should  make  the  decision  to  proceed 
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with  surgery  on  the  basis  of  the  ophthalmologist's  recommendation  and  after  con- 
sidering both  subjective  and  objective  criteria. 

Patterns  of  Practice 

Today,  the  two  major  surgical  approaches  used  to  remove  cataract  are  intracap- 
sular and  extracapsular.  In  1985,  for  Medicare-covered  surgery,  about  75%  of  all 
cataracts  were  removed  extracapsularly.  Phaco-emulsification  was  used  in  2%  of 
these  patients;  in  the  past  several  years  phaco-emulsification  seems  to  have 
become  more  popular.  In  1985,  an  estimated  three-quarters  of  all  Medicare 
cataract  surgery  involved  the  insertion  of  an  lOL.  The  percentage  of  eyes 
receiving  lOLs  is  calculated  to  be  even  greater  today. ^ 

When  assessed  across  populations  residing  in  different  states  or  metropolitan 
areas,  there  is  some  variation  in  the  rate  of  surgery,  but  not  as  great  as  for  other 
surgical  procedures.  Based  on  such  "small  area"  analysis  for  those  over  65,  a  four- 
fold difference  in  the  rate  of  surgical  intervention  (from  2.6  to  0.6  per  100)  has 
been  documented.^ There  also  exists  a  variation  in  the  use  of  (or  at  least  billing 
for)  diagnostic  tests  (e.g.,  gonioscopy,  ultrasound  scans),  choice  of  intraoperative 
techniques  and  incidence  of  postsurgical  capsulotomles.  The  reasons  for  these 
variations  are  unclear,  as  are  their  impact  on  outcomes  of  care,  including  health 
care  costs  and  functional  status. 

Current  Status  of  Cataract  Surgery 

Technological  advances  occurring  over  the  past  15  years  (particularly  lOLs)  have 
dramatically  improved  the  quality  of  visual  restoration  following  cataract  surgery. 
Data  compiled  by  the  Food  and  Drug  Administration  (FDA)  reveal  20/40  or  better 
vision  in  84.6%  of  operated  eyes  in  over  50,000  patients  one  year  following  cata- 
ract/IOL  surgery.'**  Excluding  eyes  with  pre-existing  pathological  conditions  such 
as  amblyopia,  macular  degeneration,  glaucoma  and  corneal  dystrophy.  90  to  93% 
of  eyes  achieved  20/40  or  better  acuity.'^  These  results  are  impressive  when  it 
is  realized  that  they  were  obtained  by  a  large  number  of  surgeons  who  used  37 
different  types  of  lOLs,  including  anterior-chamber,  iris-fixation  and  posterior- 
chamber  implants.  Surgeons  using  only  posterior-chamber  lenses  report  even 
better  results. 

Complications 

However,  in  spite  of  the  impressive  advances  made  over  the  past  15  years,  sight- 
threatening  complications  following  modem  cataract  surgery  are  not  uncommon. 
For  example,  it  has  long  been  recognized  that  the  incidence  of  retinal  detachment 
increases  after  cataract  surgery, and  some  authors  have  reported  that  the  lifetime 
incidence  of  this  complication  may  be  as  high  as  3%-^°  Cystoid  macular  edema 
remains  one  of  the  most  common  postoperative  complications  resulting  in  tempo- 
rary, and  occasionally  permanent,  visual  impairment.  Data  obtained  from  the 
FDA  CORE  study^'  mentioned  above  reveal  a  0.8%  incidence  of  persistent  cystoid 
macular  edema  when  a  posterior-chamber  lOL  was  utilized.  (The  incidence  of 
persistent  cystoid  macular  edema  was  threefold  higher  in  eyes  receiving  anterior- 
chamber  or  iris-fixation  lOLs.) 

Corneal  edema  is  an  uncommon  complication  of  modem  extracapsular  surgery. 
It  is  now  most  frequently  seen  as  a  late  complication  in  eyes  with  iris-fixated  and 
anterior-chamber  lOLs.  Following  extracapsular  cataract  extraction,  up  to  40%  of 
eyes  later  require  discission  of  an  opacified  posterior  capsule,  and  the  incidence 
of  corneal  edema,  macular  edema  and  retinal  detachment  increases  following 
discission  of  the  posterior  capsule.  Less  common  sight-threatening  complications 
of  cataract  surgery  include  secondary  glaucoma,  hyphema,  lens  dislocation, 
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endophthalmitis  and  expulsive  choroidal  hemorrhage.  Although  the  prognosis 
for  visual  recovery  following  cataract  surgery  is  excellent,  the  sight-threatening 
complications  that  occasionally  occur  mandate  that  the  surgery  not  be  regarded  as' 
a  "minor"  or  "risk-free"  procedure. 

Indications  for  Surgery 

The  indications  for  surgery  are  considered  for  various  levels  of  visual  impairment. 

Visual  Disability  With  a  Snellen  Acuity  Worse  Than  20/50 

Cataract  surgery  is  justified  and  appropriate  when  the  subjective,  objective  and 
educational  criteria  are  met. 

Subjective  -  The  subjective  criterion  in  this  case  is  when  the  ability  to  carry  out 
needed  or  desired  activities  is  impaired.  The  patient's  decision  depends  on 
his  own  assessment  of  his  visual  disability  (e.g.,  impact  on  driving,  reading, 
watching  TV,  special  occupational  or  avocational  needs)  and  his  perception 
of  the  impact  of  his  disability  on  his  life-style  (e.g.,  loss  of  independence,  loss 
of  income). 

Objective  -  The  objective  criterion  is  based  on  the  best  level  of  visual  acuity; 
the  best  correctable  visual  acuity  in  the  affected  eye  is  20/50  (Snellen)  or 
worse.  The  eye  examination  confirms  that  cataract  is  the  limiting  factor  for 
improving  visual  function  when  other  factors  do  not  preclude  improvement 
following  surgery.  The  patient's  medical  and  mental  health  should  permit 
surgery  to  be  performed  safely. 

Educational  -  The  patient  should  be  educated  about  the  risks  and  benefits  of 
cataract  surgery,  including  alternatives  to  treatment.  The  patient  determines  if 
the  expected  reduction  in  the  disability  outweighs  the  potential  risk,  cost  and 
inconvenience  of  surgery. 

Visual  Disability  With  a  Snellen  Acuity  of  20/40  or  Better 

Cataract  surgery  is  justified  and  appropriate  when  the  subjective,  objective  and 
educational  criteria  are  met. 

Subjective  -  The  subjective  criterion  for  justifying  surgery  for  this  level  of 
disability  is  also  when  the  ability  to  carry  out  needed  or  desired  activities  is 
impaired.  There  are  three  elements: 

The  patient 's  own  assessment  of  his  visual  disability  (e.g. ,  impact  on  driving,^^ 
viewing  TV,  and  special  occupational  or  avocational  needs)  and,  in  particular, 
his  disability  at  near  (e.g.,  reading,  occupational  activities  requiring  near 
vision). 

The  patients  perception  of  the  impact  of  his  disability  on  his  life-style. 

The  patient  s  complaints  of  disabling  glare  Occasionally,  patients  with  cataracts 
present  with  the  complaint  of  disabling  glare.  These  patients  will  often  see 
more  poody  in  daylight  conditions,  so  that  their  visual  complaints  will  be  in- 
consistent with  the  visual  acuity  measured  in  a  darkened  room.  When  this  ap- 
pears to  be  the  case,  the  assessment  of  visual  function  under  conditions  of 
ambient  sunlight  will  often  reveal  the  existence  of  this  functional  complaint 
and  the  reasons  for  it.  The  differences  between  measured  acuity  in  a  dark- 
ened room  (and  high-contrast  chart)  and  that  of  ambient  light  producing  glare 
and  reduction  of  functional  acuity  needs  to  be  documented.  When  such  a  ver- 
ifiable, reproducible  loss  of  vision  can  be  documented  mimicking  the 
patient's  complaints,  the  patient  can  be  considered  for  cataract  surgery. 
Glare  testing  and  contrast  sensitivity  testing  are  new  methods  designed  to  cor- 
relate objective  findings  of  cataract  formation  with  subjective  visual  loss  and 
complaints.  However,  their  role  is  not  yet  well  established.^^ 
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As  a  general  rule,  the  better  the  Snellen  acuity,  the  greater  the  need  for  verifi- 
cation and  documentation  of  functional  disability.  When  visual  acuity  is 
20/40  or  better,  the  risk  relative  to  the  potential  benefit  of  surgery  becomes 
even  more  significant.  Documentation  of  the  decreased  vision  may  include 
any  of  the  following: 

■  Visual  disability  fluctuates  as  a  result  of  environmental  factors,  e.g., 
effects  of  glare  (lights  of  oncoming  cars)  or  dim  illumination. 

■  The  ability  to  carry  out  needed  or  desired  activities  is  impaired. 

■  The  patient  complains  of  monocular  diplopia  or  polyopia. 

■  Visual  disparity  exists  between  the  two  eyes. 

■  The  patient  cannot  obtain  an  unrestricted  driving  license. 

Objective  -  The  objective  criterion  is  based  on  the  level  of  visual  acuity;  the 
best  correctable  visual  acuity  is  20/40  or  better  (Snellen)  in  the  affected  eye. 
The  eye  examination  confirms  that  cataract  is  the  limiting  factor  for 
improving  visual  function  when  other  factors  do  not  preclude  improvement 
following  surgery.  The  patient's  medical  and  mental  health  should  permit 
surgery  to  be  performed  safely. 

Educational  -  The  patient  should  be  educated  about  the  risks  and  benefits  of 
cataract  surgery  and  alternatives  to  treatment.  In  the  patient  with  a  visual 
acuity  that  is  20/40  or  better,  the  risk  of  surgery  relative  to  the  expected 
benefit  should  be  re-emphasized  to  the  patient.  The  patient  determines  if  the 
expected  improvement  of  the  disability  outweighs  the  potential  risk,  cost  and 
inconvenience  of  surgery. 

Visual  Disability  Due  to  Cataract  in  the  One-eyed  Patient 

A  one-eyed  patient  is  defined  as  one  who  has  permanent  legal  blindness  in  the 
other  eye. 

The  ophthalmologist  has  the  obligation  to  inform  and  educate  this  patient  about 
the  risk  of  total  blindness  when  considering  potential  benefits  of  cataract  surgery. 
The  criteria  for  both  preceding  levels  of  disability  also  apply  here.  The  worse  the 
vision  in  the  fellow  eye,  the  greater  the  need  for  caution  when  considering  cata- 
ract surgery  in  the  eye  to  be  operated. 

Other  Indications  for  Cataract  Removal 

There  are  two  other  indications  for  cataract  removal. 

Lens-Induced  Diseases  -  Documented  evidence  of  the  presence  of  lens- 
induced  diseases  (phakomorphic  glaucoma,  phakolytic  glaucoma,  e' 
necessary  prior  to  cataract  removal.  Because  of  sight-threatening  cc  ■ 
cations,  cataract  extraction  may  be  urgent. 

The  Need  To  Visualize  the  Fundus  -  It  is  necessary  to  visualize  the  fundus  in 
an  eye  that  has  the  potential  for  sight  (e.g.,  the  patient  has  diabetes  with  signif- 
icant risk  of  reduced  visual  acuity  requiring  management  through  clear  media 
or  B-scan)  or  when  other  special  investigations  demonstrate  intraocular 
pathology  where  further  attention  is  important  and  requires  clear  media. 

Contraindications  for  Surgery 

Surgery  should  not  be  performed  under  the  following  circumstances: 

■  The  patient  does  not  desire  surgery. 

■  Glasses  or  visual  aids  provide  satisfactory  functional  vision. 

■  Surgery  will  not  improve  visual  function. 
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■  The  patient's  life-style  is  not  compromised. 

■  The  patient  is  medically  unfit. 

Preoperative  Evaluation  and  Preparation 

The  surgeon  is  responsible  for  ensuring  that,the  patient  under.gqe^a  comprehen- 
sive preoperative  eye  examination.  The  following  are  not  usually  mdicated  as 
part  of  the  preoperative  work-up  of  an  otherwise  healthy  adult  eye  for  cataract 
surgery  unless  special  circumstances,  as  documented  in  the  chart,  justify  them: 
formal  visual  fields,  glare-disability  tests,  contrast  sensitivity  tests,  potential  acuity 
tests,  specular  micrography,  fluorescein  angiography,  external  photography,  cor- 
neal pachymetry,  B-scan  ultrasonography,  specialized  color  vision  tests,  tonog- 
raphy and  electrophysiologic  tests. 

In  the  course  of  the  preoperative  evaluation,  the  surgeon  also  has  the  following 
responsibilities: 

■  To  ensure  that  the  criteria  outlined  in  this  document  are  met  prior  to  surgery. 

■  To  ensure  that  the  patient  has  a  general  medical  history  and  physical  examina- 
tion as  appropriate  for  the  planned  surgery  and  type  of  anesthesia. 

■  To  ensure  that  appropriate  keratometry  and  A-scan  measurements  have  been 
performed  if  an  lOL  is  to  be  implanted. 

■  To  select  the  appropriate  lOL  power  when  lOL  implantation  is  planned. 

■  To  review  the  results  of  presurgical  and  diagnostic  evaluations  with  the 
patient,  and  to  discuss  the  findings  w  ith  the  patient  or,  in  appropriate  cases, 
another  responsible  adult  acting  for  the  patient.  Informed  consent  should  be 
obtained  and  documented.  The  surgeon  shall,  as  part  of  the  physician  disclo- 
sure statement,  specify  that: 

The  indication  for  cataract  surgery  is  founded  on  the  patient's  personal 
requirement  for  better  vision  and  his  reasons. 

The  surgery  is  not  necessary  solely  because  a  cataract  is  present. '^^ 
Surgery 

In  the  otherwise  healthy  adult  eye  with  a  cataract  requiring  surgery,  implantation 
of  an  lOL  is  the  usual  method  of  visual  rehabilitation.  In  some  cases,  the  patient 
may  choose  not  to  have  an  lOL  implant.  In  other  cases,  there  may  be  mitigating 
reasons  based  on  anatomical  or  pathological  conditions  in  either  eye,  or  prior  sur- 
gery on  the  eye  that  is  to  have  cataract  surgery. 

Extracapsular  cataract  extraction,  by  any  of  a  variety  of  techniques,  with  implan- 
tation of  a  posterior  chamber  lOL  is  the  current  procedure  of  choice  in  the  vast 
majority  of  operations  for  removing  uncomplicated  cataracts.  Cataracts  may  also 
be  removed  by  the  intracapsular  technique.  To  perform  cataract  surgery  .safely, 
anesthesia  and  akinesia  of  the  eye  are  both  of  critical  importance.  These  goals 
can  be  met  with  general  or  local  anesthesia. 

Postoperative  Care 

The  surgeon's  obligation  to  the  patient  continues  until  postoperative  rehabilitation 
is  complete.  "The  operating  ophthalmologist  should  provide  those  aspects  of 
postoperative  eye  care  within  the  unique  competence  of  the  ophthalmologist.... 
Otherwise,  the  operating  ophthalmologist  must  make  arrangements  before  sur- 
gery for  referral  of  the  patient  to  another  ophthalmologist."  ^'^■^^ 

The  surgeon  has  an  obligation  to  educate  and  instruct  the  patient  regarding  appro- 
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priate  signs  or  symptoms  of  possible  complications,  eye  protection,  activities,  med- 
ications, required  visits  and  details  for  access  to  emergency  care.  Likewise,  the  pa- 
tient has  an  obligation  during  the  postoperative  phase  to  follow  the  advice  and 
instructions  of  the  surgeon  and  to  notify  the  surgeon  promptly  if  problems  occur. 

Discharge 

Patients  undergoing  outpatient  cataract  surgery  will  normally  be  discharged  from 
the  facility  to  their  home  or  other  accommodation.  Criteria  for  discharge  after 
ambulatory  surgery  include: 

■  Stable  vital  signs 

■  Return  to  preoperative  mental  state 

■  Absence  of  naUsea 

■  Absence  of  significant  pain 

■  Availability  of  an  escort 

■  Review  of  postsurgical  care  with  the  patient  and/or  escort 

■  Prearranged  follow-up  appointment 

■  Written  postoperative  instructions 

Operative  complications  of  an  ocular  or  medical  nature  are  possible  indications 
for  unplanned  postoperative  hospitalization. 

Ocular  complications  can  include  hyphema,  uncontrolled  elevated  intraocular 
pressure,  threatened  or  actual  expulsive  hemorrhage,  retrobulbar  hemorrhage, 
severe  pain  or  other  ocular  problems  requiring  acute  management  or  careful 
observation. 

Medical  complications  can  include  cardiac  instability,  respiraPOry  instability,  a  r'-r^- 
brovascular  episode,  diabetes  mellitus  requiring  acute  management,  uncon 
nausea  or  vomiting,  acute  urinary  retention,  acute  psychiatric  disorientation, 
other  medical  conditions  requiring  acute  management  or  careful  monitoring. 

Possible  indications  for  planned  postoperative  hospitalization  include  the 
following: 

■  Presence  of  medical  conditions  that  require  prolonged  postoperative 
observation  by  a  nurse  or  skilled  personnel 

■  Best  correctable  vision  in  the  unoperated  eye  is  20/200  or  worse 

■  Patient  is  mentally  debilitated  or  diagnosed  as  mentally  ill 

■  Patient  is  nonambulatory  or  cannot  exercise  self-care  (or  responsible  care  is 
unavailable)  during  the  immediate  postoperative  period 

Normal  Foilow-up 

A  patient  without  signs  or  symptoms  of  possible  complications  should  visit  his 
ophthalmologist  with  the  following  frequency: 

First  visit:  Day  following  surgery 

Second  visit:  Approximately  one  week  following  surgery 
Third  visit:  Approximately  three  weeks  following  surgery 
Fourth  visit:  Approximately  six  to  eight  weeks  following  surgery 

More  frequent  postoperative  visits  may  be  indicated  if  unusual  findings  and/or 
complications  occur. 
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Components  of  each  postoperative  examination  include: 

■  Visual  acuity  (each  visit)  .   •   ,  - 
Intraocular  pressure  measurement  (each  visit)"  *        •  ^. 

■  External  examination  (each  visit) 

■  Slit  lamp  exam  (each  visit) 

■  Patient  counseling/education  (each  visit),  except  when  patient's  condition 
does  not  allow  it 

■  Ophthalmoscopy:  A  dilated  fundus  exam  to  include  the  peripheral  retina 
should  be  performed  at  least  once  during  this  postoperative  period. 

The  timing  and  frequency  of  refraction  will  depend  on  patient  needs,  the  amount 
of  astigmatism  and  the  stability  of  the  measurement.  Sutures  may  be  cut  or  re- 
moved by  the  ophthalmologist  for-the  reduction  of  astigmatism.  Usually  optical 
correction  can  be  prescribed  six  to  twelve  weeks  after  surgery. 

PROVIDER  AND  SETTING 
Preoperative  Evaluation 

While  it  is  assumed  the  ophthalmologist  will  perform  most  of  the  examination, 
certain  aspects  of  data  collection  may  be  conducted  by  another  trained  individual 
under  the  ophthalmologist's  supervision  and  with  his  review.^^ 

Surgery 

Most  cataract  surgery  is  performed  in  an  outpatient  setting.  However,  inpatient  sur- 
gery may  be  necessary  because  of  the  need  for  complex  ocular  general  medical 
and  nursing  care,  multiple  ocular  conditions  or  procedures.^'' 

All  patients  undergoing  cataract  surgery  with  local  anesthesia  require  monitoring 
by  qualified  personnel.  It  is  the  responsibility  of  the  operating  attending  surgeon 
to  be  personally  present  and  responsible  during  opening  and  closing  of  all 
wounds  related  to  the  surgery,  delivery  of  the  cataractous  lens  and  (if  performed) 
the  insertion  and  positioning  of  the  lOL. 

FoUow-up 

Postoperative  care  should  be  rendered  in  a  setting  where  adequate  instrumenta- 
tion is  available  to  carry  out  a  normal  ophthalmological  examination. 


COUNSELING/REFERRAL 

It  is  recognized  thai  some  patients  with  a  visual  acuity  of  20/40  or  better  will  have  sig- 
nificant functional  visual  disabilities  and  will  benefit  from  cataract  surgery.  However, 
with  this  level  of  visual  acuity  the  risks  of  surgery  relative  to  the  potential  for  visual 
improvement  are  higher.  In  this  circumstance,  it  is  in  the  best  interests  of  the  patient 
to  obtain  an  independent,  outside  second  opinion  from  another  ophthalmologist.^"^  It 
is  also  recognized  that  the  second  opinion  system  currently  in  use  is  far  from  ideal. 


! 
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Guest  Editorial 

When  Academy  Members  Say, 
"Do  Something  .  .  ." 

Detroit  newspaper  articles  published  in  January  1990  about  sizable  Medicare  payments  to  certain 
eye  surgeons  for  cataract  operations  from  1984  to  1988  and  the  volume  of  surgery  extrapolated 
from  those  reports  spawned  a  thoughtful  editorial  in  Ophthalmology  last  month  entitled,  "How 
the  Golden  Egg  of  Medicare  is  Cooking  Ophthalmology's  Goose."  They  also  spawned  congressional 
interest  and  considerable  comment.  Some  of  that  comment  has  consisted  of  appeals  to  the  Academy 
to  "do  something,"  without  indicating  what  that  "something"  might  be.  Emotions  run  high  after 
reading  reports  such  as  these  and  people  want  direct  action  taken  to  protect  patients  and  restore 
ophthalmology's  good  name.  While  the  Academy  would  like  to  address  some  of  these  issues,  in 
reality  there  are  serious  legal  implications  to  taking  the  kind  of  action  that  would  satisfy  these 
appeals  to  "do  something."  This  editorial  reviews  the  principal  antitrust  law  restraints  to  which 
the  Academy  is  subject  and  considers  a  few  of  the  avenues  that  are  open  to  individual  ophthal- 
mologists for  addressing  concerns  about  professional  conduct  of  colleagues  generally. 

The  Sherman  Act  is  the  originating  legislation  that  regulates  antitrust  activities.  The  Academy, 
like  all  professional- societies,  is  bound  by  the  requirements  of  this  legislation  and  faces  harsh 
penalties  for  noncompliance.  It  also  is  liable  for  treble  damages  for  actions  brought  under  the  Aa 
to  say  nothing  of  the  huge  costs  incurred  simply  in  responding  to  a  civil  suit.  Section  1  of  the  Act 
specifies  the  kinds  of  activities  which  are  disallowed.  For  example,  the  Academy  is  prohibited  from 
taking  any  action  to  establish  or  stabilize  either  the  fees  its  members  charge  or  the  maximum 
number  of  patients  each  of  its  members  will  serve.  Its  members  may  not  boycott  or  encourage 
others  to  boycott  any  person  or  group.  Nor  can  the  Academy  forge  an  agreement  with  a  provider 
that  defines  the  limits  of  that  provider's  practice.  In  short,  the  Sherman  Antitrust  Act  forbids  any 
conduct  by  the  Academy  or  its  members  that  could  be  construed  to  be  coercive  or  that  could  be 
perceived  as  limiting  the  ability  of  any  ophthalmologist  or  other  health  care  provider  to  compete 
effectively  in  the  market. 

The  Academy  has  not  engaged,  and  will  not  engage,  in  any  such  conduct. 

The  difficulty  comes  in  recognizing  that  there  are  other  kinds  of  actions  that  the  Academy  takes 
innocently  and  in  good  faith  for  the  benefit  of  the  public  that  may  inadvertently  raise  antitrust 
questions.  Under  the  law,  the  Academy  can  express  opinions  on  what  it  believes  is  good  for  the 
public  and  for  the  profession.  However,  antitrust  risks  arise  when,  in  the  course  of  forming  or 
expressing  those  opinions,  the  Academy  takes  actions  that  may  create  an  inference  that  it  has 
engaged  in  any  of  the  proscribed  activities. 

However  offensive  certain  behavior  or  particular  levels  of  reported  annual  income  may  seem, 
we  need  to  understand  that,  absent  fraudulent  billing  practices  or  a  departure  from  accepted  norms 
for  preoperative  evaluation  or  postoperative  care,  these  marketing  practices  and  income  levels 
simply  are  not,  by  themselves,  unethical  or  illegal. 

Although  the  Academy  has.  with  the  guidance  of  the  Federal  Trade  Commission,  promulgated 
a  Code  of  Ethics  and  a  mechanism  for  its  enforcement,  experience  has  demonstrated  that  enforce- 
ment of  the  Code  has  had  little  effect  on  the  level  of  unsavory  conduct  (including  false,  misleading, 
and  deceptive  advertising)  in  the  profession.  In  some  cases,  the  Academy's  Ethics  Committee  has 
been  able  to  improve  the  accuracy  of  professional  advertising  without  incurring  substantial  antitrust 
risk  by  pointing  out  to  physicians,  without  any  threat  of  formal  action  by  the  Academy,  that  a 
member  of  the  public  or  of  the  profession  has  questioned  the  truthfulness  of  a  particular  adver- 
tisement. If  the  physician,  in  response  to  that  communication,  reexamined  his  or  her  advertising, 
concluded  that  it  might  have  been  misleading,  and  altered  it,  the  Academy  succeeded  in  eliminating 
deceptive  (or  at  least  confusing)  advertising.  Although  such  activity  poses  no  serious  antitrust  risk 
to  the  Academy,  neither  does  it  solve  many  serious  ethical  problems  or  patient  care  issues. 
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The  Academy  can,  after  complying  with  formal  procedures,  reprimand  a  physician  or  suspend 
or  terminate  the  Academy  membership  of  a  physician  whose  conduct  has  been  found  to  be  unethical 
under  the  Academy's  Code  of  Ethics.  For  the  truly  unethical  physician  who  is  deliberately  deceiving 
and  financially  exploiting  a  gullible  public,  however,  the  threat  of  expulsion  from  the  Academy  is 
probably  not  a  significant  deterrent.  Yet,  each  attempt  to  enforce  the  Code  of  Ethics  against  a 
physician  by  a  reprimand  or  by  suspension  or  termination  of  membership  poses  a  high  risk  of 
costly  antitrust  litigation  and  a  small  likelihood  of  altering  conduct  that  is  harmful  to  the  public. 

There  are  two  bodies  that  are  legally  empowered  (and  with  better  potential  than  the  Academy) 
to  impose  meaningful  sanctions  on  unethical  physicians  and  those  engaged  in  deceptive  acts  or 
practices:  the  Federal  Trade  Commission  and  each  state's  board  of  medicine.  These  agencies  can 
pursue  investigations  into  unethical  conduct  without  facing  threats  of  antitrust  suits.  However,  the 
Federal  Trade  Commission  has  not  really  evidenced  much  interest  in  initiating  appropriate  en- 
forcement action  against  individual  physicians  for  deceptive  acts  or  practices.  Moreover,  we  know 
that  many  state  boards  of  medicine  are  inadequately  funded,  inadequately  staffed,  and  operating 
without  clear  and  comprehensive  legislative  authority  to  take  measured  disciplinary  actions  in 
appropriate  cases. 

Despite  the  seemingly  discouraging  state  of  these  realities,  there  remain  at  least  five  approaches 
that  individual  physidans  and  state  and  national  organizations  could  take  to  address  actual  and 
potential  professional  misconduct. 

First,  individuals  should  adopt  and  maintain  a  positive  attitude.  Each  member  of  the  Academy 
should  realize  that  ophthalmologists  are  not  poweriess  to  deal  with  professional  misconduct.  On 
the  other  hand,  it  is  useful  to  recognize  that  the  specialty's  publicized  exercises  in  self-criticism, 
focused  on  only  a  small  minority  of  suspected  miscreants,  occasionally  backfire  and  tarnish  the 
well-deserved  favorable  image  of  ophthalmology  generally. 

Second,  as  urged  in  last  month's  editorial  in  Ophthalmology,  steps  can  be  taken  to  educate 
Congress,  the  public,  the  Federal  Trade  Commission,  and  other  antitrust  enforcement  agencies 
about  the  difference  between  appropriate  and  inappropriate  (and  potentially  dangerous)  ophthal- 
mologic care  and  behavior  and  to  promote  legislation  to  curb  the  occasional  excesses. 

Third,  ophthalmologists  need  to  work  to  strengthen  the  authority  and  role  of  their  respective 
state  boards  of  medicine  so  that  physicians  can  be  appropriately  disciplined  for  unethical  or  illegal 
conduct.  They  can  do  this  by  urging  their  state  boards  to  seek  and  their  state  legislators  to  approve 
increased  funding,  staffing,  and  legislative  authority. 

Fourth,  if  an  ophthalmologist  has  evidence  of  fraudulent  or  abusive  professional  behavior,  the 
facts  should  be  submitted  to  the  state  board  of  medicine.  If  Medicare  patients  are  involved,  the 
ophthalmologist  should  report  the  matter  to  the  Inspector  General  by  calling  the  Medicare  hotline 
at  1-800-368-5779  (or,  in  Maryland,  1-800-638-3986)  or  by  calling  30 1-965-5953.  These  calls  may 
be  made  anonymously  without  exposing  the  caller  to  potential  legal  risks.  If  such  a  call  leads  to 
legal  action  by  the  authorities,  the  judicial  system  protects  witnesses  from  liability  except  in  instances 
involving  perjury. 

Fifth,  the  overwhelming  majority  of  ophthalmologists  can  continue  to  set  an  ethical  example 
and  act  as  role  models  for  their  colleagues  and,  perhaps  more  important,  for  young  physicians 
undergoing  and  completing  residency  training  programs  in  ophthalmology.  No  one  who  is  concerned 
about  high-quality  patient  care  and  professional  ethics  should  underestimate  the  power  of  his  or 
her  moral  example  when  dealing  with  or  helping  others  to  deal  with  these  troublesome  issues. 

Pursuing  these  avenues  will  not  be  successful  in  all  cases,  but  will  be  in  some.  They  may  not  be 
the  most  direct  measures  but  at  least  they  involve  no  apparent  antitrust  or  other  legal  risk.  And  in 
the  long  run,  they  will  prove  most  effective. 

John  S.  Hibbs 
Dorsey  &  Whitney 
Academy  Legal  Counsel 
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CODE  OF  ETHICS 
OF  THE 

AMERICAN  ACADEMY  OF  OPHTHALMOLOGY 


PREAMBLE 

The  Code  of  Ethics  of  the  American  Academy 
of  Ophthalmology  applies  solely  to  the  Academy 
and  to  its  Fellows  and  Members  and  is  enforce- 
able solely  by  the  Academy.  The  Academy  does 
not  suggest  or  imply  that  any  other  medical  soci- 
ety, organization,  or  association  should  adopt, 
implement,  or  enforce  codes  or  standards  of  eth- 
ics which  are  the  same  as  or  similar  in  any 
respect  to  the  Academy's  Code  of  Ethics. 


A.  PRINCIPLES  OF  ETHICS 

The  Principles  of  Ethics  form  the  first  part  of 
this  Code  of  Ethics.  They  are  aspirational  and 
inspirational  model  standards  of  exemplary  pro- 
fessional conduct  for  all  Fellows  or  Members  of 
the  Academy  in  any  class  of  membership.  They 
serve  as  goals  for  which  Academy  Fellows  and 
Members  should  constantly  strive.  The  Princi- 
ples of  Ethics  are  not  enforceable. 

1.  Ethics  in  Ophthalmology.  Ethics  are  moral 
values.  An  issue  of  ethics  in  ophthalmology  is 
resolved  by  the  determination  that  the  best  in- 
terest of  the  patient  is  served. 

2.  Providing  Ophthalmological  Services. 

Ophthalmological  services  must  be  provided 
with  compassion,  respect  for  human  dignity, 
honesty  and  integrity. 

3.  Competence  of  the  Ophthalmologist.  An 

ophthalmologist  must  maintain  competence  by 
continued  study.  That  competence  must  be  sup- 
plemented with  the  talents  of  other  professionals 
and  with  consultation  when  indicated. 

4.  Communication  with  the  Patient.  Open 
communication  with  the  patient  is  essential.  Pa- 
tient confidences  must  be  safeguarded  within 
the  constraints  of  the  law. 

5.  Fees  for  Ophthalmological  Services. 

Fees  for  ophthalmological  services  must  not  ex- 
ploit patients  or  others  who  pay  for  the  services. 


6.  Corrective  Action.  If  a  member  has  a  rea- 
sonable basis  for  believing  that  another  person 
has  deviated  from  professionally-accepted 
standards  in  a  manner  that  adversely  affects 
patient  care  or  from  the  Rules  of  Ethics,  the 
member  should  attempt  to  prevent  the  continua- 
tion of  this  conduct  by  communicating  with  the 
other  person  and/or  identifying  that  person  to 
the  appropriate  authorities  and  cooperating 
with  those  authorities  in  their  professional  and 
legal  efforts  to  prevent  the  continuation  of  the 
conduct. 

7.  An  Ophthalmologist's  Responsibility.  It 

is  the  responsibility  of  an  ophthalmologist  to  act 
in  the  best  interest  of  the  patient. 


B.  RULES  OF  ETHICS 

The  Rules  of  Ethics  form  the  second  part  of  this 
Code  of  Ethics.  They  are  mandatory  and  direc- 
tive specific  standards  of  minimally-acceptable 
professional  conduct  for  all  Fellows  or  Members 
of  the  Academy  in  any  class  of  membership.  The 
Rules  of  Ethics  are  enforceable. 


1.  Competence.  An  ophthalmologist  is  a  phy- 
sician who  is  educated  and  trained  to  provide 
medical  and  surgical  care  of  the  eyes  and  re- 
lated structures.  An  ophthalmologist  should 
perform  only  those  procedures  in  which  the  oph- 
thalmologist is  competent  by  virtue  of  specific 
training  or  experience  or  is  assisted  by  one  who 
is.  An  ophthalmologist  must  not  misrepresent 
credentials,  training,  experience,  ability  or 
results. 

2.  Informed  Consent.  The  performance  of 
medical  or  surgical  procedures  shall  be  pre- 
ceded by  appropriate  informed  consent. 

3.  Clinical  Experiments  and  Investigative 
Procedures.  Use  of  clinical  experiments  or  in- 
vestigative procedures  shall  be  approved  by 
adequate  review  mechanisms.  Clinical  experi- 
ments and  investigative  procedures  are  those 
conducted  to  develop  adequate  information  on 
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which  to  base  prognostic  or  therapeutic  deci- 
sions or  to  determine  etiology  or  pathogenesis, 
in  circumstances  in  which  insufficient  informa- 
tion exists.  Appropriate  informed  consent  for 
these  procedures  must  recognize  their  special 
nature  and  ramifications. 

4.  Other  Opinions.  Additional  opinion(s)  shall 
be  obtained  if  requested  by  the  patient.  Con- 
sultation(s)  shall  be  obtained  if  required  by  the 
condition. 

5.  The  Impaired  Ophthalmologist.  A  phys- 
ically, mentally  or  emotionally  impaired  oph- 
thalmologist should  withdraw  from  those  as- 
pects of  practice  affected  by  the  impairment.  If 
the  ophthalmologist  does  not  withdraw,  it  is  the 
duty  of  other  ophthalmologists  who  know  of  the 
impairment  to  take  action  to  assure  withdrawal 
of  the  impaired  ophthalmologist. 

6.  Preoperative  Assessment.  Surgery  shall 
be  recommended  only  after  a  careful  considera- 
tion of  the  patient's  physical,  social,  emotional 
and  occupational  needs.  The  operating  sur- 
geon must  examine  the  patient  and  assure  that 
the  preoperative  workup  accurately  documents 
the  ophthalm.ic  findings  and  the  indications  for 
surgery.  Performance  of  unnecessary  surgery  is 
an  extremely  serious  ethical  violation. 

7.  Delegation  of  Services.  Delegation  is  the 
use  of  auxiliary  health  care  personnel  to  pro- 
vide eye  care  services  for  which  the  ophthalmol- 
ogist is  responsible.  An  ophthalmologist  must 
not  delegate  to  an  auxiliary  those  aspects  of  eye 
care  within  the  unique  competence  of  the  oph- 
thalmologist (which  do  not  include  those  permit- 
ted by  law  to  be  performed  by  auxiliaries). 
When  other  aspects  of  eye  care  for  which  the 
ophthalmologist  is  responsible  are  delegated  to 
an  auxiliary,  the  auxiliary  must  be  qualified 
and  adequately  supervised.  An  ophthalmolo- 
gist may  make  different  arrangements  for  the 
delegation  of  eye  care  in  special  circumstances, 
such  as  emergencies,  if  the  patient's  welfare 
and  rights  are  placed  above  all  other 
considerations. 

8.  Postoperative  Care.  The  providing  of  post- 
operative eye  care  until  the  patient  has  re- 
covered is  integral  to  patient  management.  The 
operating  ophthalmologist  should  provide  those 
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aspects  of  postoperative  eye  care  within  the 
unique  competence  of  the  ophthalmologist 
(which  do  not  include  those  permitted  by  law  to 
be  performed  by  auxiliaries).  Otherwise,  the 
operating  ophthalmologist  must  make  arrange- 
ments before  surgery  for  referral  of  the  patient  to 
another  ophthalmologist,  with  the  patient's  ap- 
proval and  that  of  the  other  ophthalmologist. 
The  operating  ophthalmologist  may  make  dif- 
ferent arrangements  for  the  provision  of  those 
aspects  of  postoperative  eye  care  within  the 
unique  competence  of  the  ophthalmologist  in 
special  circumstances,  such  as  emergencies  or 
when  no  ophthalmologist  is  available,  if  the  pa- 
tient's welfare  and  rights  are  placed  above  all 
other  considerations.  Fees  should  reflect  post- 
operative eye  care  arrangements  with  advance 
disclosure  to  the  patient. 

9.  Medical  and  Surgical  Procedures.  An 

ophthalmologist  must  not  misrepresent  the  serv- 
ice that  is  performed  or  the  charges  made  for 
that  service. 

10.  Procedures  and  Materials.  Ophthalmol- 
ogists should  order  only  those  laboratory  pro- 
cedures, optical  devices  or  pharmacological 
agents  that  are  in  the  best  interest  of  the  patient. 
Ordering  unnecessary  procedures  or  materials 
for  pecuniary  gain  is  unethical. 

11.  Commercial  Relationships.  An  ophthal- 
mologist's clinical  judgment  and  practice  must 
not  be  affected  by  economic  interest  in,  commit- 
ment to,  or  benefit  from  professionally-related 
commercial  enterprises. 

12.  Communications  to  Colleagues.  Com- 
munications to  colleagues  must  be  accurate 
and  truthful. 

13.  Communications  to  the  Public.  Com- 
munications to  the  public  must  be  accurate. 
They  must  not  convey  false,  untrue,  deceptive, 
or  misleading  information  through  statements, 
testimonials,  photographs,  graphics  or  other 
means.  They  must  not  omit  material  information 
without  which  the  communications  would  be  de- 
ceptive. Communications  must  not  appeal  to  an 
individual's  anxiety  in  an  excessive  or  unfair 
way;  and  they  must  not  create  unjustified  ex- 
pectations of  results.  If  communications  refer  to 
benefits  or  other  attributes  of  ophthalmic  pro- 
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cedures  that  involve  significant  risks,  realistic 
assessments  of  their  safety  and  efficacy  must 
also  be  included,  as  well  as  the  availability  of 
alternatives  and,  where  necessary  to  avoid  de- 
ception, descriptions  and/or  assessments  of  the 
benefits  or  other  attributes  of  those  alternatives. 
Communications  must  not  misrepresent  an  oph- 
thalmologist's credentials,  training,  experience 
or  ability,  and  must  not  contain  material  claims 
of  superiority  that  cannot  be  substantiated.  If  a 
communication  results  from  payment  by  an 
ophthalmologist,  this  must  be  disclosed  unless 
the  nature,  format  or  medium  makes  it 
apparent. 

14.  Interrelations  Between  Ophthalmol- 
ogists. Interrelations  between  ophthalmolo- 
gists must  be  conducted  in  a  manner  that  ad- 
vances the  best  interests  of  the  patient, 
including  the  sharing  of  relevant  information. 

15.  Disclosures.  Disclosure  of  professionally- 
related  commercial  interests  is  required  in 
communications  to  patients,  the  public,  and 
colleagues. 

C.  ADMINISTRATIVE 
PROCEDURES 

Administrative  Procedures  form  the  third  part 
of  this  Code  of  Ethics.  They  provide  for  the  struc- 
ture and  operation  of  the  Ethics  Committee;  and 
they  detail  procedures  followed  by  the  Commit- 
tee and  by  the  Board  of  Directors  of  the  Academy 
in  handling  inquiries  or  challenges  raised  under 
the  Rules  of  Ethics.  All  ophthalmologists  who  are 
Fellows  or  Members  of  the  Academy  in  any  class 
of  membership  are  required  to  comply  with 
these  Administrative  Procedures:  failure  to  co- 
operate with  the  Ethics  Committee  or  the  Board 
of  Directors  in  a  proceeding  on  a  challenge  may 
be  considered  by  the  Committee  and  by  the 
Board  of  Directors  according  to  the  same  pro- 
cedures and  with  the  same  sanctions  as  failure 
to  observe  the  Rules  of  Ethics. 

1.  Ethics  Committee 

(a)  The  Committee.  The  Board  of  Directors  ap- 
points at  least  five,  but  not  more  than  nine, 
ophthalmologists  who  are  Voting  Fellows  or 
Members  of  the  Academy  to  serve  three-year. 
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staggered  terms  as  members  of  the  Ethics  Com- 
mittee. The  Board  of  Directors  makes  its  ap- 
pointments to  the  Committee  from  among  re- 
spected ophthalmologists  who  will,  to  the  extent 
practicable,  assure  that  the  Committee's  com- 
position is  balanced  as  to  relative  age  and  ex- 
perience and  as  to  the  emphasis  of  the  appoint- 
ees upon  practice,  education,  research  or  other 
endeavors  within  ophthalmology.  Membership 
on  the  Ethics  Committee  may  be  terminated  by 
the  Board  of  Directors  at  any  time  and  for  any 
reason.  Vacancies  on  the  Committee  are  filled 
by  the  Board  of  Directors.  Committee  members 
are  reimbursed  for  expenses. 

The  Ethics  Committee  is  responsible  for: 

(i)  developing  and  implementing  an  educa- 
tional program  regarding  the  Code  of  Ethics 
among  ophthalmologists  and  ophthalmologists- 
in-training  who  are  Fellows  or  Members  of  the 
Academy, 

(ii)  responding  to  each  inquiry  regarding  ethics 
and  if  appropriate  recommending  that  the 
Board  of  Directors  issue  an  advisory  opinion 
interpreting  the  Rules  of  Ethics  in  this  Code, 

(iii)  investigating  each  challenge  regarding 
ethics  and  recommending  whether  the  Board  of 
Directors  should  make  a  determination  that  a 
Fellow  or  Member  of  the  Academy  has  failed  to 
observe  the  Rules  of  Ethics  in  this  Code,  and 
recommending  an  appropriate  sanction,  and 

(iv)  assessing  the  Principles  of  Ethics,  Rules  of 
Ethics  and  Administrative  Procedures  in  this 
Code  periodically  and  recommending  any 
amendments  to  the  Board  of  Directors. 

(b)  The  Chairman  of  the  Committee.  Upon  nomi- 
nation by  the  President-Elect  of  the  Academy, 
the  Board  of  Directors  appoints  one  member  of 
the  Ethics  Committee  as  the  Committee's  Chair- 
man to  serve,  at  the  will  of  the  Board  of  Direc- 
tors, as  the  principal  administrative  officer  re- 
sponsible for  management  of  the  promulgation, 
interpretation  and  enforcement  of  this  Code  of 
Ethics.  The  Board  of  Directors  appoints  as  the 
Chairman  a  distinguished  ophthalmologist 
who  possesses  recognized  integrity  and  broad 
experience.  The  Chairman  of  the  Committee  is 
responsible  directly  and  exclusively  to  the 


32-601  0-90-3 


62 


Page  4 

Board  of  Directors;  the  Chairman  is  reimbursed 
for  expenses  and,  upon  the  approval  of  the 
Board  of  Directors,  may  be  paid  for  services; 
and  the  Chairman  is  provided,  upon  the  ap- 
proval of  the  Board  of  Directors,  with  staff,  legal 
counsel  and  other  resources  necessary  to  fulfill 
the  responsibilities  of  administering  this  Code. 
The  Chairman  presides  at,  and  participates  in, 
all  meetings  and  hearings  of  the  Ethics  Commit- 
tee, except  at  any  hearing  at  which  the  Commit- 
tee considers  the  possible  failure  of  a  Fellow  or 
Member  of  the  Academy  to  observe  the  Rules  of 
Ethics  in  this  Code.  The  Chairman  is  responsi- 
ble for  ensuring  that  these  Administrative  Pro- 
cedures are  followed.  The  Chairman  maintains 
liaison  with  entities,  both  public  and  private, 
which  are  interested  or  involved  in  medical  eth- 
ics, particularly  as  they  relate  to  ophthalmology. 

(c)  The  Vice  Chairman  of  the  Committee.  Upon 
nomination  by  the  President-Elect  of  the  Acad- 
emy, the  Board  of  Directors  appoints  one  mem- 
ber of  the  Committee  as  the  Committee's  Vice 
Chairman  to  serve,  at  the  will  of  the  Board  of 
Directors,  in  the  place  of  the  Chairman  when  the 
Chairman  is  unable  to  serve. 

(d)  Meetings  oi  the  Committee.  Meetings  of  the 
Ethics  Committee  are  called  upon  at  least  seven 
days'  written  notice  to  Committee  members, 
which  notice  includes  a  copy  of  the  agenda  for 
the  meeting.  A  quorum  consists  of  a  majority  of 
all  of  the  appointed  Committee  members.  Vot- 
ing is  by  majority  of  those  present  at  a  meeting 
(or  by  a  majority  of  those  submitting  votes  in  a 
mail  vote).  Mail  voting  without  a  meeting  is  per- 
mitted where  all  Committee  members  submit 
mail  votes  or  abstentions.  Voting  by  proxy  is  not 
permitted.  A  member  of  the  Committee  must 
decline  to  participate  in  the  consideration  of,  or 
the  decision  in,  any  matter  before  the  Commit- 
tee in  which  the  member  has  a  personal 
interest. 

(e)  Indemnification  and  Insurance.  All  Ethics 
Committee  members,  staff,  and  other  indi- 
viduals engaged  in  investigations  at  the  written 
request  of  the  Chairman,  are  indemnified  and 
defended  by  the  Academy  against  liability  aris- 
ing from  Committee-related  activities  to  the  ex- 
tent provided  by  the  Bylaws  of  the  Academy  for 
Directors,  Officers,  employees  and  agents.  The 
Academy  maintains  indemnification  insurance 
against  such  liability. 
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2.  Inquiries  and  Challenges 

(a)  Preliminary  Review.  The  Chairman  pre- 
liminarily reviews  each  submission  involving 
this  Code  of  Ethics  to  consider  whether  it  may  be 
an  inquiry  (e.g..  a  request  for  issuance  by  the 
Board  of  Directors  of  an  advisory  opinion  inter- 
preting the  Rules  of  Ethics  in  this  Code)  or  a 
challenge  (i.e.,  a  request  for  a  finding  by  the 
Board  of  Directors  that  a  Fellow  or  Member  of 
the  Academy  has  failed  to  observe  the  Rules  of 
Ethics  in  this  Code).  A  submission  involving  this 
Code  of  Ethics,  whether  or  not  it  is  designated  or 
phrased  as  an  inquiry  or  challenge,  may  be 
construed  by  the  Chairman  or  the  Committee  as 
either  an  inquiry  or  a  challenge  in  the  light  of 
information  in  the  submission,  hiquiries  may 
be  considered  without  regard  to  their  means  or 
form  of  submission.  Challenges  are  not  consid- 
ered unless  they  are  submitted  in  writing  and 
signed  by  their  submitters.  Inquiries  or  chal- 
lenges may  be  submitted  by  ophthalmologists 
(whether  or  not  they  are  Fellows  or  Members  of 
the  Academy),  other  physicians,  health  care  in- 
stitutions, health  care  reimbursers,  allied 
health  professionals,  patients  or  organizations 
representing  any  of  these. 

(b)  Preliminary  Disposition.  Upon  preliminary 
review  of  a  submission  involving  this  Code  of 
Ethics,  the  Chairman  may  conclude,  in  the 
Chairman's  sole  discretion,  that  the  submission 
(i)  contains  insufficient  information  on  which  to 
base  an  investigation  or  (ii)  is  patently  frivolous 
or  inconsequential,  i.e.,  it  does  not  present  an 
issue  of  interpretation  of  the  Rules  of  Ethics  in 
this  Code  adequate  to  constitute  a  valid  and 
actionable  inquiry  and  to  justify  bringing  the 
submission  before  the  Committee  for  investiga- 
tion and  recommendation  to  the  Board  of  Direc- 
tors on  issuance  of  an  advisory  opinion  or  it 
does  not  present  an  issue  of  the  failure  of  a 
Fellow  or  Member  of  the  Academy  to  observe  the 
Rules  of  Ethics  in  this  Code  adequate  to  con- 
stitute a  valid  and  actionable  challenge  and  to 
justify  bringing  the  submission  before  the  Com- 
mittee for  investigation  and  recommendation  to 
the  Board  of  Directors  on  a  determination  of 
failure  to  observe  the  Rules  of  Ethics.  If  so,  the 
submission  is  disposed  of  by  notice  from  the 
Chairman  to  its  submitter,  if  the  submitter  is 
identified.  Each  such  preliminary  disposition  by 
the  Chairman  of  a  submission  involving  this 
Code  of  Ethics  is  reported  to  the  Ethics 
Committee. 
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(c)  Investigation.  For  each  submission  involving 
this  Code  of  Ethics  that  the  Chairman  concludes 
is  a  valid  and  actionable  inquiry  or  challenge, 
the  Committee  conducts  an  investigation  into  its 
specific  facts  or  circumstances  to  whatever  ex- 
tent is  necessary  in  order  to  clarify,  expand  or 
corroborate  the  information  provided  by  the 
submitter  or  in  order  to  determine,  with  respect 
to  a  challenge,  whether  it  is  most  appropriately 
raised  under  the  Rules  of  Ethics  in  this  Code 
and  considered  further  by  the  Ethics  Committee 
and  Board  of  Directors  rather  than  by  some 
other  entity  engaged  in  the  administration  of 
law  or  the  regulation  of  the  conduct  of  physi- 
cians, such  as  a  law  enforcement  agency,  physi- 
cian licensing  authority,  medical  quality  review 
board  or  professional  peer  review  committee. 
The  Chairman  may  supervise  each  investiga- 
tion and  may  conduct  an  investigation  person- 
ally. The  Chairman  may  be  assisted  in  the  con- 
ducting of  an  investigation  by  other  Ethics 
Committee  members  or  by  Committee  staff.  The 
Chairman  may  also  be  assisted  by  any  other 
individual,  such  as  a  member  of  the  Board  of 
Councillors  of  the  Academy,  (i)  whose  location, 
professional  position  or  expertise  might  facili- 
tate the  investigation,  (ii)  whose  assistance  is 
requested  in  writing  by  the  Committee  Chair- 
man, and  (iii)  who  agrees  in  writing  to  follow  the 
Administrative  Procedures  of  this  Code;  but 
only  when  all  three  of  those  conditions  are  ful- 
filled. A  Fellow  or  Member  of  the  Academy  who 
is  the  subject  of  a  valid  and  actionable  chal- 
lenge is  informed  in  writing  at  the  beginning  of 
the  Committee's  investigation  as  to  (i)  the  nature 
of  the  challenge,  (ii)  the  obligation  to  cooperate 
fully  in  the  Committee's  investigation  of  the 
challenge,  and  (iii)  the  opportunity  to  request  a 
hearing  on  the  challenge  before  the  Ethics  Com- 
mittee. Investigations  involving  challenges  are 
conducted  in  confidence,  with  all  written  com- 
munications sealed  and  marked  "Personal  and 
Confidential,"  and  they  are  conducted  objec- 
tively, without  any  indication  of  prejudgment. 
An  investigation  may  be  directed  toward  any 
aspect  of  an  inquiry  or  challenge  which  is  rele- 
vant or  potentially  relevant. 

3.  Proceeding  on  Inquiries 

(a)  Hearing  on  an  Inquiry.  In  the  course  of  an 
investigation  involving  an  inquiry,  the  Commit- 
tee may  conduct  a  public  administrative  hear- 
ing to  receive  the  views  of  those  who  are  inter- 


Page  5 


ested  in,  or  may  be  affected  by,  issuance  by  the 
Board  of  Directors  of  an  advisory  opinion  inter- 
preting the  Rules  of  Ethics  in  this  Code.  Thirty 
days'  written  notice  of  the  hearing  is  given  to  the 
Fellows  and  Members  of  the  Academy  and  to 
others  who,  in  the  opinion  of  the  Committee, 
may  be  interested  in,  or  affected  by,  issuance  of 
an  advisory  opinion.  The  notice  may  include  a 
tentative  proposed  advisory  opinion.  The  hear- 
ing is  conducted  by  the  Committee  with  any 
three  or  more  Committee  members  participat- 
ing. The  Chairman  of  the  Committee  serves  as 
the  Hearing  Officer  to  preside  at  the  hearing 
and  assure  that  these  Administrative  Pro- 
cedures are  followed.  The  Hearing  Officer  may 
issue  any  appropriate  procedural  or  evidentiary 
ruling  in  the  course  of  the  hearing  and  may  be 
assisted  by  legal  counsel.  The  Hearing  Officer 
presents  at  the  hearing  the  issues  raised  by  the 
inquiry,  the  results  of  the  investigation  up  to  the 
time  of  the  hearing,  and  any  tentative  proposed 
Committee  recommendation  to  the  Board  of  Di- 
rectors for  an  advisory  opinion.  Information  is 
offered  through  witnesses,  who  may  be  assisted 
by  legal  counsel  and  are  subject  to  questioning 
by  the  Committee.  Any  information  may  be  con- 
sidered which  is  relevant  or  potentially  relevant. 
A  transcript  or  recording  of  the  hearing  is  made. 
The  official  record  of  the  hearing  becomes  part 
of  the  investigation  of  the  inquiry. 

(b)  Recommendation  on  an  Inquiry.  Upon  com- 
pletion of  an  investigation  involving  an  inquiry, 
the  Ethics  Committee  may  develop  an  advisory 
opinion  which  is  submitted  to  the  Board  of  Di- 
rectors for  approval. 

(c)  Advisory  Opinion.  The  Board  of  Directors 
issues  an  advisory  opinion  interpreting  the 
Rules  of  Ethics  in  the  Code  (i)  upon  the  recom- 
mendation of  the  Ethics  Committee  arising  fr-^-n 
an  inquiry  and  following  an  investigation  o: 
upon  the  recommendation  of  the  Committee 
arising  from  its  own  initiative.  A  representative 
of  the  Committee  presents  to  the  Board  of  Direc- 
tors, for  its  review,  the  recommendations  of  the 
Committee  and  its  record  of  the  investigation. 
Once  issued  by  the  Board  of  Directors,  the  ad- 
visory opinion  is  promulgated  by  publication  to 
the  Fellows  and  Members  of  the  Academy.  Ad- 
visory opinions  are  compiled  by  the  Ethics  Com- 
mittee; and  the  compilation  is  periodically 
made  available  to  the  Fellows  and  Members  of 
the  Academy. 
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4.  Proceeding  on  Challenges 

(a)  Hearing  on  a  Challenge.  In  the  course  of  an 
investigation  involving  a  challenge,  the  Com- 
mittee conducts  a  private  adjudicative  hearing 
if  one  is  requested  by  the  Fellow  or  Member  of 
the  Academy  who  is  the  subject  of  the  challenge 
or  at  the  Committee's  own  initiative.  Thirty 
days'  written  notice  of  the  hearing  is  given  to  the 
Fellow  or  Member.  The  hearing  is  conducted  by 
the  Committee  with  any  three  or  more  Commit- 
tee members  participating,  other  than  the  in- 
vestigator and  any  other  Committee  member 
who  assisted  substantially  in  the  investigation 
of  the  challenge,  and  any  Committee  member 
whose  professional  activities  are  conducted  at  a 
location  in  the  approximate  area  of  that  of  the 
Fellow  or  Member  of  the  Academy  who  is  the 
subject  of  the  challenge.  Those  Committee 
members  participating  in  the  hearing  elect 
from  their  number  a  Hearing  Officer  to  preside 
at  the  hearing  and  assure  that  these  Admin- 
istrative Procedures  are  followed.  The  Hearing 
Officer  may  issue  any  appropriate  procedural 
or  evidentiary  ruling  in  the  course  of  the  hear- 
ing and  may  be  assisted  by  legal  counsel.  The 
Chairman  of  the  Ethics  Committee,  or  a  person 
or  persons  designated  by  the  Chairman,  shall 
summarize  for  the  Ethics  Committee  the  results 
of  the  investigation  up  to  the  date  of  the  hearing 
which  are  believed  to  support  a  finding  that  the 
Fellow  or  Member  has  failed  to  observe  the 
Rules  of  Ethics,  and  may  make  such  other  intro- 
ductory factual  remarks  as  the  Chairman  or  the 
Chairman's  designate  deems  appropriate.  A 
person  designated  by  the  Ethics  Committee 
shall  present  the  facts  indicating  that  the  Fellow 
or  Member  has  failed  to  observe  the  Rules  of 
Ethics,  including  documentary  evidence  and 
the  testimony  of  witnesses.  Those  witnesses 
shall  be  available  in  person  or  by  telephone  for 
questioning  by  the  members  of  the  Ethics  Com- 
mittee and  its  legal  counsel  and  by  the  Fellow  or 
Member  or  his  or  her  legal  counsel  or  ofher 
representative.  The  Fellow  or  Member  subject  to 
the  challenge  may  be  assisted  at  the  hearing,  at 
his  or  her  sole  cost  and  expense,  by  legal  coun- 
sel or  other  representative  selected  by  the  Fellow 
or  Member.  The  Fellow  or  Member  or  his  or  her 
legal  counsel  or  other  representative  may  pre- 
sent documentary  evidence  and  the  testimony  of 
witnesses  in  his  or  her  defense.  Those  wit- 
nesses shall  be  available  in  person  or  by  tele- 
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phone  for  questioning  by  the  Fellow  or  Member 
or  his  or  her  legal  counsel  or  other  represen- 
tative and  by  the  members  of  the  Ethics  Commit- 
tee and  its  legal  counsel.  Any  information  may 
be  considered  which  is  relevant  or  potentially 
relevant.  The  Fellow  or  Member  may  submit  a 
written  statement  at  the  close  of  the  hearing.  A 
transcript  or  record  of  the  hearing  is  made.  The 
hearing  is  closed  to  all  except  the  Committee, 
the  Chairman,  the  Fellow  or  Member  of  the 
Academy  who  is  the  subject  of  the  challenge, 
their  respective  witnesses  (when  testifying  and 
at  other  times  as  determined  by  the  Hearing 
Officer)  and  counsel  or,  in  the  case  of  the  Fellow 
or  Member,  other  representative,  staff  and  offi- 
cial reporter.  The  official  record  of  the  hearing 
becomes  a  part  of  the  record  of  the  investigation 
of  the  challenge. 

(b)  Recommendation  on  a  Challenge.  Upon 
completion  of  an  investigation  involving  a  chal- 
lenge, the  Ethics  Committee  recommends 
whether  the  Board  of  Directors  should  make  a 
determination  that  the  Fellow  or  Member  of  the 
Academy  who  is  the  subject  of  the  challenge  has 
failed  to  observe  the  Rules  of  Ethics  in  this 
Code.  When  the  Committee  recommends  a  de- 
termination by  the  Board  of  Directors  of  non- 
observance,  the  Committee  also  recommends 
imposition  by  the  Board  of  Directors  of  an  ap- 
propriate sanction.  A  copy  of  the  recommenda- 
tion and  a  statement  of  the  basis  for  the  recom- 
mendation shall  be  provided  to  the  Fellow  or 
Member.  If  the  Committee  so  recommends,  a 
proposed  determination  with  a  proposed  sanc- 
tion is  prepared  under  the  supervision  of  the 
Chairman  and  is  presented  by  a  representative 
of  the  Committee  to  the  Board  of  Directors  along 
with  the  record  of  the  Committee's  investiga- 
tion. If  the  Committee  recommends  against  a 
determination  of  non-observance,  the  challenge 
is  dismissed,  with  notice  to  the  Fellow  or  Mem- 
ber of  the  Academy  who  is  the  subject  of  the 
challenge  and  to  the  submitter  of  the  challenge, 
and  a  summary  report  is  made  to  the  Board  of 
Directors. 

(c)  Determination  of  Non- Observance.  The 
Board  of  Directors  makes  the  determination 
whether  a  Fellow  or  Member  of  the  Academy  has 
failed  to  observe  the  Rules  of  Ethics  in  this  Code 
and  imposes  an  appropriate  sanction  upon  the 
recommendation  of  the  Ethics  Committee  aris- 
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ing  from  a  challenge  and  following  an  investiga- 
tion. The  Board  of  Directors  reviews  the  recom- 
mendation of  the  Committee  based  upon  the 
record  of  the  investigation.  The  Board  of  Direc- 
tors may  accept,  reject  or  modify  the  Commit- 
tee's recommendation,  either  with  respect  to  the 
determination  of  non-observance  or  with  re- 
spect to  the  sanction.  If  the  Board  of  Directors 
makes  a  determination  of  non-observance,  this 
determination  and  the  imposition  of  a  sanction 
are  promulgated  by  written  notice  to  the  af- 
fected Fellow  or  Member  of  the  Academy  and  to 
the  submitter  of  the  challenge,  if  the  submitter 
agrees  in  advance  and  in  writing  to  maintain  in 
confidence  whatever  portion  of  the  information 
is  not  made  public  by  the  Board.  Additional  pub- 
lication occurs  only  to  the  extent  provided  in  the 
sanctions  themselves.  If  the  Board  of  Directors 
does  not  make  a  determination  of  non-obser- 
vance, the  challenge  is  dismissed,  with  notice  to 
the  affected  Fellow  or  Member  and  to  the  sub- 
mitter of  the  challenge. 

(d)  Alternative  Disposition.  Before  the  Commit- 
tee makes  any  recommendation  to  the  Board  of 
Directors  as  to  a  determination  that  a  Fellow  or 
Member  of  the  Academy  has  failed  to  observe 
the  Rules  of  Ethics  in  this  Code,  the  Committee 
may  extend  to  the  Fellow  or  Member  an  oppor- 
tunity to  submit  a  proposed  alternative  disposi- 
tion of  the  matter  in  whole  or  in  part  upon  terms 
and  conditions  suggested  by  the  Ethics  Commit- 
tee. The  terms  and  conditions  may  include  sanc- 
tions and  restrictions  which  are  the  same  as, 
different  from,  or  more  or  less  restrictive  than 
the  sanctions  contained  in  the  following  lettered 
paragraph,  but  shall  in  all  cases  include  a  writ- 
ten assurance  by  the  Fellow  or  Member  that  the 
possible  non-observance  has  been  terminated 
and  will  not  recur.  The  decision  of  the  Ethics 
Committee  on  whether  to  extend  such  an  oppor- 
tunity is  entirely  within  the  Committee's  own 
discretion,  based  upon  its  investigation  of  the 
challenge  and  upon  its  assessment  of  the  nature 
and  severity  of  the  possible  non-observance 
when  viewed  from  the  point  of  view  of  what  is  in 
the  best  interests  of  patients  of  the  Fellow  or 
Member  of  the  Academy  who  is  the  subject  of  the 
challenge.  If  an  opportunity  to  submit  a  pro- 
posed alternative  disposition  is  extended  by  the 
Ethics  Committee,  an  alternative  disposition 
will  be  considered  only  if  the  Fellow  or  Member 
of  the  Academy  submits  to  the  Ethics  Committee 
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the  proposed  ahernative  disposition  within 
thirty  (30)  days  of  the  date  of  the  Ethics  Commit- 
tee's notice  to  the  Fellow  or  Member  that  it  is 
extending  such  an  opportunity.  If  the  Fellow  or 
Member  timely  submits  a  proposed  alternative 
disposition  that  is  accepted  by  the  Board  of  Di- 
rectors and  Ethics  Committee,  the  matter  shall 
be  resolved  on  the  basis  of  the  alternative  dis- 
position, and  notice  shall  be  given  to  the  submit- 
ter of  the  challenge,  only  if  the  submitter  agrees 
in  advance  and  in  writing  to  maintain  the  infor- 
mation in  confidence. 

(e)  Sanctions.  Any  of  the  following  sanctions 
may  be  imposed  by  the  Board  of  Directors  upon 
a  Fellow  or  Member  of  the  Academy  who,  the 
Board  has  determined,  has  failed  to  observe  the 
Rules  of  Ethics  in  this  Code,  although  the  sanc- 
tion applied  must  reasonably  relate  to  the 
nature  and  severity  of  the  non-observance, 
focusing  upon  reformation  of  the  conduct  of  the 
Fellow  or  Member  and  deterrence  of  similar  con- 
duct by  others: 

(i)  Reprimand  to  the  Fellow  or  Member  of  the 
Academy,  with  publication  of  the  determination 
but  not  the  Fellow's  or  Member's  name; 

(ii)  Suspension  of  the  Fellow  or  Member  from 
the  Academy  for  a  designated  period,  with  pub- 
lication of  the  determination  and  with  or  without 
publication  (at  the  discretion  of  the  Board  of 
Directors)  of  the  Fellow's  or  Member's  name;  or 

(iii)  Termination  of  the  Fellow  or  Member  from 
the  Academy,  with  publication  of  the  determina- 
tion and  of  the  Fellow's  or  Member's  name. 

In  addition  to  and  not  in  limitation  of  the  forego- 
ing, in  any  case  in  which  the  Board  of  Directors 
determines  that  a  Fellow  or  Member  has  failed 
to  observe  the  Rules  of  Ethics,  the  Board  of  Di- 
rectors may  impose  the  further  sanction  that  the 
Fellow  or  Member  shall  not  be  entitled  to  spon- 
sor, present,  or  participate  in  a  lecture,  poster, 
film,  instruction  course,  panel  or  exhibit  booth 
at  any  meeting  or  program  of  or  sponsored  by 
the  Academy  (A)  for  a  period  of  up  to  five  (5) 
calendar  years  from  and  after  the  effective  date 
a  sanction  described  in  clause  (i)  or  (ii)  of  this 
paragraph  4(e)  is  imposed  for  the  first  time  upon 
him  or  her,  or  (B)  at  any  time  from  and  after  the 
effective  dote  a  sanction  described  in  clause  (i) 
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or  (ii)  of  this  paragraph  4(e)  is  imposed  for  a 
second  time  upon  him  or  her,  or  (C)  at  any  time 
from  and  after  the  effective  date  a  sanction  de- 
scribed in  clause  (iii)  of  this  paragraph  4(e)  is 
imposed  upon  him  or  her. 

Fellows  or  Members  of  the  Academy  who  are 
suspended  are  deprived  of  all  benefits  and  inci- 
dents of  membership  during  the  period  of  sus- 
pension, except  continued  participation  in 
Academy  insurance  programs.  If  the  Fellow  or 
Member  is  suspended  with  publication  of  his  or 
her  name  or  terminated,  and  any  appeal  sus- 
tains the  determination  on  which  the  sanction  is 
based,  the  Board  of  Directors  may  authorize  the 
Ethics  Committee  to  communicate  the  determi- 
nation and  transfer  a  summary  or  the  entire 
record  of  the  proceeding  on  the  challenge  to, 
and  at  the  request  of,  an  entity  engaged  in  the 
administration  of  law  or  the  regulation  of  the 
conduct  of  physicians,  in  a  proceeding  that  re- 
lates to  the  suiject  matter  of  the  challenge,  pro- 
vided, however,  that  the  entity  is  a  law  enforce- 
ment agency,  physician  licensing  authority. 
Medical  quality  review  board,  professional 
peer  review  committee,  or  similar  entity;  and 
the  Chairman  of  the  Ethics  Committee  may  ap- 
pear if  requested  as  a  witness  to  that  determi- 
nation and  record.  Except  in  the  instance  of 
communication  of  the  determination  and  trans- 
ferral  of  the  record,  or  in  the  instance  of  request 
of  the  record  by  the  Fellow  or  Member  of  the 
Academy  who  was  the  subject  of  the  challenge, 
the  entire  record,  including  the  record  of  any 
appeal,  is  sealed  by  the  Ethics  Committee  and 
the  Board  of  Directors  and  no  part  of  it  is  com- 
municated by  the  members  of  the  Board  of  Di- 
rectors, the  members  of  any  appellate  body,  the 
members  of  the  Ethics  Committee,  the  staff  or 
any  others  who  assisted  in  the  proceeding  on 
the  challenge,  to  any  third  parties.  Fellows  or 
Members  of  the  Academy  who  are  terminated 
may  not  reapply  for  membership  in  any  class. 

(f)  Appeal.  Within  thirty  days  of  the  receipt  of 
notice  of  a  determination  by  the  Board  of  Direc- 
tors that  a  Fellow  or  Member  of  the  Academy  has 
failed  to  observe  the  Rules  of  Ethics  in  this  Code 
and  of  imposition  of  a  sanction,  the  affected 
Fellow  or  Member  may  submit  to  the  Board  in 
writing  a  request  for  an  appeal.  The  Board  of 
Directors  estabUshes  an  appellate  body  con- 
sisting of  at  least  three,  but  not  more  than  five. 
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ophthalmologists  who  are  Voting  Fellows  or 
Members  of  the  Academy  and  who  did  not  par- 
ticipate in  the  Ethics  Committee's  investigation 
or  in  the  Board  of  Director's  determination.  The 
appellate  body  conducts  and  completes  the  ap- 
peal within  ninety  days  after  receipt  of  the  re- 
quest for  an  appeal.  The  purpose  of  the  appeal 
is  to  provide  an  objective  review  of  the  original 
challenge,  the  investigation  and  recommenda- 
tion of  the  Ethics  Committee,  and  the  determina- 
tion of  the  Board  of  Directors,  but  not,  however, 
the  sanction  imposed.  The  appeal  is  limited  to  a 
review  of  the  Ethics  Committee's  and  Board  of 
Directors'  application  of  the  Rules  of  Ethics  in 
this  Code  to  the  facts  established  in  the  investi- 
gation of  the  challenge  and  to  a  review  of  the 
procedures  followed  to  ascertain  whether  they 
were  consistent  with  those  detailed  in  these  Ad- 
ministrative Procedures.  An  appeal  may  not 
take  into  consideration  any  matters  not  included 
as  part  of  the  record  of  the  Ethics  Committee's 
investigation  and  the  Board  of  Directors'  deter- 
mination. The  appeal  consists  of  a  review  by  the 
appellate  body  of  the  entire  record  of  the  pro- 
ceeding on  the  challenge  and  written  appellate 
submissions  of  the  Fellow  or  Member  of  the 
Academy  who  was  the  subject  of  the  challenge 
and  of  the  Board  of  Directors.  Written  appellate 
submissions  and  any  reply  submissions  may  be 
made  by  authorized  representatives  of  the  Fel- 
low or  Member  and  of  the  Board  of  Directors. 
Submissions  are  made  according  to  whatever 
schedule  is  established  by  the  appellate  body. 
The  decision  of  the  appellate  body  either  af- 
firms or  overrules  the  determination  of  the 
Board  of  Directors  on  non-observance  of  the 
Rules  of  Ethics  in  this  Code  by  a  Fellow  or  Mem- 
ber of  the  Academy.  The  decision  does  not  ad- 
dress the  sanction  imposed  by  the  Board  of  Di- 
rectors. The  decision  of  the  appellate  body, 
including  a  statement  of  the  reasons  for  the  deci- 
sion, is  reported  to  the  Board  of  Directors.  The 
decision  is  binding  upon  the  Board  of  Directors 
the  Fellow  or  Member  who  is  subject  of  the  chc: 
lenge.  the  Ethics  Committee  and  all  other 
persons. 

(g)  Resignation.  If  a  Fellow  or  Member  of  the 
Academy  who  is  the  siibject  of  a  challenge  re- 
signs from  the  Academy  at  any  time  during  the 
pendency  of  the  proceeding  of  the  challenge, 
the  challenge  is  dismissed  without  any  fvurther 
action  by  the  Ethics  Committee,  the  Board  of 
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Directors  or  an  appellate  body  established  after 
an  appeal;  the  entire  record  is  sealed;  and  the 
Fellow  or  Member  may  not  reapply  for  mem- 
bership in  any  class.  However,  the  Board  of  Di- 
rectors may  authorize  the  Ethics  Committee  to 
communicate  the  fact  and  date  of  resignation, 
and  the  fact  and  general  nature  of  the  challenge 
on  which  a  proceeding  was  pending  at  the  time 
of  the  resignation,  to,  and  at  the  request  of,  an 
entity  engaged  in  the  administration  of  law  or 
the  regulation  of  the  conduct  of  physicians,  in  a 
proceeding  that  relates  to  the  subject  matter  of 
the  challenge,  provided,  however,  that  that  en- 
tity is  a  law  enforcement  agency,  physician  li- 
censing authority,  medical  quality  review 
board,  professional  peer  review  committee,  or 
similar  entity. 

(h)  Overriding  Reporting  Requirement.  Not- 
withstanding anything  expressly  or  apparently 
to  the  contrary  contained  in  this  Code,  the  Acad- 
emy shall  report  such  information,  to  such 
agency  or  agencies,  and  in  such  form  and  man- 
ner and  frequency  as  may  from  time  to  time  be 
prescribed  by  the  Health  Care  Quality  Improve- 
ment Act  of  1986  and  by  regulations  promul- 
gated thereunder,  all  as  from  time  to  time 
amended,  as  a  condition  to  the  continued  avail- 
ability to  the  Academy  of  the  protection  from 
liability  for  damages  afforded  by  such  Act. 
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Chairman  Stark.  Thank  you,  Doctor. 
Dr.  Mebust. 

STATEMENT  OF  WINSTON  K.  MEBUST,  M.D.,  KANSAS  CITY,  KANS., 
CHAIRMAN,  PRACTICE  PARAMETERS,  GUIDELINES  AND  STAND- 
ARDS COMMITTEE,  AMERICAN  UROLOGICAL  ASSOCIATION, 
AND  CHAIRMAN,  DEPARTMENT  OF  UROLOGY,  UNIVERSITY  OF 
KANSAS 

Dr.  Mebust.  Mr.  Chairman  and  members  of  the  subcommittee, 
my  name  is  Winston  K.  Mebust,  M.D.  I  am  chairman  of  the  De- 
partment of  Urology  at  the  University  of  Kansas.  I  am,  also,  chair- 
man of  the  Practice  Parameters,  Guidelines  and  Standards  Com- 
mittee of  the  American  Urological  Association.  For  the  record,  Mr. 
Chairman,  I  would  make  one  correction  in  the  introduction.  While 
I  am  a  member  of  the  AARP,  I  am  not,  certainly,  here  as  their  offi- 
cial spokesman. 

However,  I  am  pleased  to  share  with  you  the  experience  of  the 
AUA  in  the  development  of  medical-care  guidelines.  In  response  to 
the  continuing  growth  of  the  Medicare  program.  Congress  estab- 
lished a  Medicare  volume  performance  standard,  a  benchmark 
against  with  future  programs'  growth  could  be  judged. 

These  new  standards  challenged  us  to  find  ways  to  reduce  inap- 
propriate utilization  without  cutting  off  beneficiary  access  to 
needed  medical  care.  AUA  believes  that  we  can  achieve  this  bal- 
ance only  if  the  medical  community  works  with  the  Government  to 
develop  acceptable  parameters  for  medical  care. 

AUA  established  its  commitment  to  guidelines  by  the  creation  of 
the  committee  which  I  now  chair.  AUA  also  budgeted  $500,000  for 
its  activity.  The  members  of  the  committee  have  established  a  proc- 
ess for  guideline  development  based  upon  the  recommendations  of 
Dr.  David  Eddy  and  have  identified  key  ares  where  guidelines 
would  be  appropriate. 

The  first  is  benign  prostatic  hypertrophy,  or  BPH,  the  common 
prostatic  enlargement  experienced  by  many  older  men.  Correction 
of  the  problem  accounts  for  the  widespread  use  of  the  transureth- 
ral section  of  the  prostate,  or  TURP.  This  is  the  most  common  in- 
patient surgical  procedure  under  Medicare.  In  1987,  Medicare  paid 
about  $274  million  urologists  for  performing  approximately  240,000 
TURP's. 

Not  only  is  TURP  important  to  Medicare,  it  is  also  important  to 
the  urologist.  We  estimate  that  the  payment  for  TURP  represents 
nearly  25  percent  of  the  average  urologist's  practice  revenue.  When 
Congress  created  the  Agency  for  Health  Care  Policy  and  Research, 
it  charged  it  with  an  expanded  role  in  guideline  development  and 
medical  outcomes  research. 

The  agency  must  develop  three  guidelines  by  January  1,  1991. 
Under  the  able  leadership  of  Acting  Administrator  Jarrett  Clinton, 
it  has  selected  BPH  as  one  of  these.  Recognizing  that  the  AUA  was 
well  along  in  developing  the  BPH  guideline,  the  Agency  invited  the 
participation  of  AUA  in  its  process. 

On  Friday,  tomorrow,  we  will  meet  with  the  staff  of  the  Agency 
to  discuss  the  budget  needed  to  complete  the  work  in  BPH  guide- 
line. We  are  confident  that  we  can  finish  the  work  by  December  1, 
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in  time  to  allow  the  Agency  to  respond  to  your  instructions.  Guide- 
line development,  however,  does  not  stop  with  agreement  on  some 
standards  or  indications  for  use.  Guidelines  must  be  applied. 

We  expect  that  Medicare  will  use  these  guidelines  as  the  norm 
against  which  medical  care  will  be  judged.  Failure  to  meet  the 
norm,  or  failure  to  justify  the  divergence,  would  result  in  loss  of 
payment.  Linking  guidelines,  parameters  and  standards  to  reim- 
bursement will  assure  that  appropriate  behavioral  changes  take 
place  rapidly. 

Guideline  development  and  outcomes  research  can  be  complex, 
time-consuming  and  expensive  work.  Many  organizations  which 
have  the  medical  expertise  do  not  have  the  infrastructure  to  do 
this. 

Your  continued  support  for  the  grant  program  of  the  Agency  for 
Health  Care  Policy  and  Research  is  necessary.  Without  it,  this  area 
of  inquiry  will  be  stymied.  The  Government  should  continue  to 
insist  that  national  medical  societies  have  a  major  role  in  the  de- 
velopment of  guidelines.  This  will  give  credibility  to  the  result 
among  physicians.  The  Government  must,  also,  create  a  process  for 
review  of  the  specialty  society's  recommendations  that  permits 
input  from  diverse  viewpoints.  This  assures  credibility  among  the 
general  public. 

Finally,  we  urge  Congress  and  members  of  this  important  sub- 
committee to  bear  with  the  Agency  and  with  us.  We  are  working  as 
fast  as  we  can  in  some  uncharted  areas.  We  will  finish  our  work  on 
PBH  by  December  1,  but  other  efforts  may  be  more  time  consum- 
ing and  complex.  Reasonable  expectations,  deadlines,  and  congres- 
sional support  can  go  a  long  way  to  assuring  that  we  can  achieve 
these  important  objectives. 

Mr.  Chairman,  this  completes  my  statement.  I  will  be  happy  to 
answer  any  questions. 

[The  statement  of  Winston  K.  Mebust,  M.D.,  follows:] 
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STATE14ENT  OF  WINSTON  K.   MEBUST,   M.D.  ,   AMERICAN  UROLOGICAL  ASSOCIATION 

Mr.  Chairman  and  Members  of  the  Subcommittee: 

My  name  is  Winston  K.  Mebust,  M.D.  I  am  Professor  and 
Chairman  of  the  Department  of  Urology  at  the  University  of  Kansas. 
I  am  also  Chairman  of  the  Practice  Parameters,  Guidelines  and 
Standards  Committee  (PPGSC)  of  the  American  Urological  Association. 
I  am  pleased  to  be  here  today  to  share  with  you  the  experience  of 
AUA  in  the  development  of  medical  care  guidelines  and  practice 
parameters.  AUA  believes  that  these  guidelines  can  assist  the 
government  reduce  unnecessary  or  inappropriate  medical  services, 
thus  reducing  Medicare  spending. 

Mr.  Chairman,  we  all  recognize  -that  the  Medicare  program 
continues  to  grow  annually  at  a  high  rate.  Physicians,  patients. 
Members  of  this  Subcommittee,  and  others  in  government  have 
expressed  concern  about  this  growth  and  have  grappled  with  ways  to 
get  it  under  control.  Many  factors,  such  as  changing  demographics, 
contribute  to  this  program  expansion.  For  example,  as  people  live 
longer,  they  use  more  medical  services,  adding  to  the  overall 
growth  of  Medicare. 

Clearly,  however,  not  all  of  the  growth  is  explained  by  such 
demographic  changes.  New  technology,  which  has  given  physicians 
the  ability  to  do  things  that  were  not  done  before,  has  also 
transformed  the  face  of  the  Medicare  program  and  contributed  to  its 
expansion.  Managing  this  technological  change  effectively  is  a 
difficult  proposition  that  challenges  all  of  us. 

Although  some  expansion  of  the  program  is  inevitable  for  the 
reasons  already  outlined,  there  is  widespread  agreement  that 
program  growth  should  not  be  fueled  by  the  expansion  of  unnecessary 
or  inappropriate  medical  procedures  and  services .  In  a  time  of 
accelerating  costs  and  finite  resources,  we  must  manage  the 
Medicare  program  carefully  to  assure  that  the  care  provided  is,  in 
fact,  needed  by  the  patient  and  is  useful.  It  is  the  mechanisms 
to  arrive  at  those  decisions  which  are  the  subject  of  our  testimony 
today.  Let  me  emphasize  that  this  oversight  and  management  should 
be  a  shared  responsibility,  with  physicians,  patients  and  the 
government  all  contributing  to  its  success. 

In  response  to  the  continuing  growth  of  the  Medicare  program, 
the  federal  government  has  taken  several  actions.  Some  have  been 
unsuccessful  and  for  others  it  is  uncertain  as  to  what  the  impact 
will  be.  Peer  review  mechanisms  (PROs)  have  been  put  in  place. 
At  least  for  inpatient  services,  PROs  have  a  sentinel  effect. 
Prospective  and  retrospective  review  can  be  effective  means  of 
catching  inappropriate  decision-making.  But  what  basis  does  the 
PRO  use  for  making  the  decision  that  a  given  service  was  outside 
accepted  medical  standards?  The  lack  of  widely  accepted  parameters 
of  care  limits  the  program's  effectiveness. 

Congress  has  also  tried  in  the  past  to  freeze  or  reduce 
payments  for  physicians.  For  many  reasons,  this  action  had 
relatively  little  impact  on  volume  and  is  applied  equally  to  all 
services.  No  effort  was  made  to  distinguish  between  necessary  and 
unnecessary  services.  Last  year.  Congress  tackled  the  issue  more 
directly.  It  established  a  Medicare  Volume  Performance  Standard 
(MVPS),  a  benchmark  against  which  future  program  growth  can  be 
judged.  These  new  standards  challenge  providers  and  patients  to 
find  ways  to  reduce  inappropriate  utilization  without  cutting  off 
beneficiary  access  to  needed  medical  care.  AUA  believes  that  we 
can  achieve  this  balance  only  if  the  medical  community  works  with 
the  government  to  develop  acceptable  parameters  for  medical  care. 

Such  guidelines,  if  well  designed  and  generally  accepted  by 
all  parties,  can  enhance  the  quality  of  services  as  well  as  reduce 
the  levels  of  inappropriate  activities.  Without  them,  the  MVPS 
will  likely  be  only  an  arbitrary  niomber  that  does  not  live  up  to 
Congress'  expectations.  The  establishment  of  the  Agency  for  Health 
Care  Policy  and  Research  sends  a  strong  signal  that  Congress  wants 
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the  MVPS  to  work  and  to  be  based  on  good  research  and  guidelines . 

Congress  mandated  that  the  Agency  develop  medical  care 
guidelines  and  conduct  research  into  the  outcome  and  effectiveness 
of  medical  services.  In  testimony  before  Congress  last  year,  the 
AUA  endorsed  the  development  of  medical  care  guidelines,  linked  to 
payments.  We  firmly  believe  that,  in  the  long  term,  this  will  be 
the  way  to  deal  with  program  growth.  By  identifying  useful  medical 
services  and  separating  them  from  those  that  are  not  useful  or  are 
not  appropriate,  we  can  make  sure  we  use  limited  resources  more 
productively . 

The  AUA  backed  up  its  testimony  and  commitment  to  guidelines 
by  the  creation  of  the  Practice  Parameters,  Guidelines  and 
Standards  Committee  which  I  now  chair.  The  AUA  also  committed 
$500,000  to  the  activities  of  this  committee.  In  a  series  of 
meetings  beginning  in  1989,  the  members  of  the  committee 
established  a  process  for  guideline  development  and  identified  key 
areas  where  guidelines  would  be  appropriate.  The  first  of  these 
was  benign  prostatic  hypertrophy  (BPH).  This  is  the  coiranon 
prostatic  enlargement  experienced  by  most  older  men.  Correction 
of  this  problem  and  alleviation  of  its  symptoms  account  for  the 
widespread  use  of  the  transurethral  resection  of  the  prostate 
(TURP).  This  is  the  most  common  inpatient  surgical  procedure  under 
Medicare.  In  1987  Medicare  paid  $274  million  to  urologists  for 
performing  some  240,000  TURPs . 

Recognizing  the  financial  benefit  to  Medicare,  as  well  as  to 
the  patient,  of  eliminating  inappropriate  TURPs  for  BPH,  the 
committee  decided  to  develop  a  guideline  for  its  treatment  as  a 
priority.  This  was  not  a  decision  made  lightly.  Not  only  is  TURP 
important  to  Medicare,  it  is  important  to  the  urologist.  AUA 
estimates  that  payment  for  TURP  represents  nearly  25%  of  the 
average  urologist's  practice  revenues. 

The  second  priority  identified  was  cancer  of  the  prostate. 
This  is  the  most  common  cancer  among  men  and  the  second  leading 
cause  of  cancer  death  among  older  males .  It  has  reached  near 
epidemic  proportions  among  black  males.  There  is,  at  the  present 
time,  a  divergence  of  opinion  on  appropriate  treatment  for  prostate 
cancer.  The  committee  felt  that  both  the  incidence  of  the  disease 
and  the  uncertainty  of  treatment  called  for  a  concerted  effort  to 
develop  guidelines  for  care. 

Finally  we  chose  cancer  of  the  bladder,  another  common  cancer 
and  also  one  where  medical  uncertainties  exist.  As  it  progresses 
in  these  efforts,  the  committee  will  turn  to  other  urologic  disease 
areas  to  develop  similar  guidelines. 

We  engaged  David  Eddy,  M.D.,  of  Duke  University  as  a 
consultant.  He  is  the  foremost  investigator  and  leader  in  the 
field  of  practice  parameters  development.  His  advice  and  counsel 
to  the  PPGSC  have  been  invaluable  and  we  are  using  his  method  for 
developing  explicit  guidelines.  Although  it  can  be  time  consuming 
and  expensive,  we  feel  it  is  the  best  technique  available  today  and 
is  based  rigorously  on  the  science  of  the  medical  service  being 
examined . 

With  Dr.  Eddy's  help,  and  with  the  financial  commitment  of 
AUA,  subcommittees  have  begun  to  work  on  guidelines  on  each  of  the 
above  named  areas . 

When  Congress  enacted  the  Omnibus  Budget  Reconciliation  Act 
of  1989,  it  created  the  Agency  for  Health  Care  Policy  and  Research 
and  charged  it  with  an  expanded  role  in  guideline  development  and 
medical  outcomes  research.  Congress  required  the  agency  to  develop 
three  guidelines  and  report  these  to  Congress  by  January  1,  1991. 
The  Agency,  under  the  able  leadership  of  Acting  Administrator 
Jarrett  Clinton,  M.D.,  selected  BPH  as  one  of  the  areas  to  be 
targeted  in  the  first  year.     Recognizing  that  AUA  was  well  along 
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in  developing  a  guideline  in  this  area,  the  Agency  invited  the 
participation  of  AUA  in  its  guideline  development  process.  We  were 
very  gratified  to  have  this  opportunity  and  to  see  that  Dr.  Clinton 
and  his  staff  appear  committed  to  providing  national  medical 
specialty  societies,  such  as  AUA,  the  opportunity  to  participate 
fully  in  their  process. 

The  process  that  the  Agency  has  developed  appropriately 
recognizes  the  expertise  of  the  national  medical  specialty  society 
while  insuring  input  from  other  important  health  interests .  On 
Friday,  we  will  meet  with  staff  of  the  Agency  to  discuss  how  to 
finish  the  work  on  the  BPH  guideline  in  time  for  the  Agency  to  meet 
its  Congressional  mandate.  We  will  take  the  process  that  AUA  has 
already  put  into  place  and  merge  it  with  the  governmental  process. 
This  will  permit  the  organized  urology  community  to  work  in  close 
collaboration  with  the  federal  government  in  the  development  of 
this  important  guideline.  Should  the  Agency  agree  to  the  timetable 
and  budget  we  will  suggest  Friday,  we  are  confident  that  we  can 
provide  them  with  our  product  by  December  1,  1990,  in  time  to  allow 
the  Agency  to  respond  to  your  mandate. 

Guideline  development,  however,  does  not  stop  with  agreement 
on  some  standards  or  indications  for  use.  Guidelines  must  be 
applied.  It  is  our  expectation  that  the  guidelines  developed  for 
urologic  disease  by  AUA,  working  in  conjunction  with  the  Agency  for 
Health  Care  Policy  and  Research  and  other  organizations,  will  find 
widespread  application  in  many  settings .  The  first  of  these  will 
be  in  the  educational  setting.  We  anticipate  the  guideline  will 
set  an  educational  standard  for  medical  students  and  urological 
residents .  We  also  expect  that  continuing  medical  education 
programs  would  incorporate  these  guidelines  into  their  curriculum. 
Professors  of  Urology,  Department  Chairmen,  heads  of  service  and 
hospitals  throughout  the  country  will  receive  this  information. 

This  guideline  should  become  the  standard  for  medical  care 
and  will  serve  an  important  function  in  the  courtroom.  An  accepted 
guideline  can  become  the  recognized  standard  of  care  for  legal 
purposes.  The  widespread  agreement  associated  with  the  guideline 
could  preclude  a  plethora  of  witnesses  arguing  first  one  side  and 
then  the  other  in  a  medical  negligence  case. 

We  also  anticipate  that  payors  of  medical  care  will  use  these 
guidelines  to  decide  whether  the  care  given  to  a  patient  met 
appropriate  standards  and  was  worthy  of  reimbursement.  We  expect 
that  Medicare  will  use  these  guidelines  as  the  norm  against  which 
medical  care  will  be  judged.  Failure  to  meet  the  norm,  or  failure 
to  justify  the  divergence,  would  result  in  loss  of  payment.  If 
guidelines,  parameters  and  standards  are  not  linked  to 
reimbursement,  appropriate  behavioral  changes  will  not  take  place. 


This  is  not  AUA's  first  foray  into  the  development  of 
standards  of  care.  Indeed  it  can  be  argued  that  the  entire  process 
of  educating  a  physician  involves  teaching  and  learning  a  series 
of  standards.  However,  it  is  only  in  recent  years  that  the 
development  of  more  explicit  guides  has  become  necessary  or  even 
possible.  In  1974,  AUA  first  published  "Proposed  Guidelines  for 
Urologic  Patient  Care" .  These  guidelines  were  developed  as  a 
comprehensive  outline  for  use  by  urologists,  as  a  checklist  to  aid 
them  in  ensuring  the  appropriate  provision  of  care.  This  material 
was  also  widely  shared  with  peer  review  organizations,  hospitals, 
insurance  companies  and  others  in  the  health  industry.  However, 
the  recent  interest  in  guidelines,  and  the  work  of  Dr.  Eddy  and 
others,  have  demonstrated  to  AUA  that  the  kind  of  effort 
appropriate  for  1974  was  not  as  useful  in  the  decade  of  the  90's. 
More  explicit  results  were  needed. 

Among  the  first  of  these  very  explicit  efforts  was  the  AUA's 
decision  to  develop  a  standard  for  TURP  in  1988.  The  standards, 
or  indications   for  use,   were  put  together  by  the  AUA  Executive 


73 


Committee  when  individual  peer  review  organizations  began 
developing  their  own  screens  for  this  service.  Responding  to  the 
direction  of  Congress  to  expand  preadmission  review  of  Medicare 
services,  PROs  two  years  ago  began  looking  at  all  TURPs .  There  was 
little  basis  to  guide  these  reviews,  so  PROs  began  developing  their 
own  guidelines  for  TURP.  A  crazy  quilt  of  requirements  quickly 
developed,  and  urologists  around  the  country  found  themselves  being 
reviewed  against  standards  which  did  not  always  make  sense. 

The  AUA  Executive  Committee  created  a  task  force  to  develop 
a  standard  for  TURP.  The  difficulties  of  arriving  at  a  consensus 
was  an  early  warning  of  the  problems  that  would  be  faced  in 
developing  more  explicit  guidelines  later  on.  We  learned  quickly 
that  no  PRO  wants  simply  to  adopt  the  standard  of  a  medical 
specialty  society.  Each  wishes  to  examine  it  carefully  and  put 
their  own  stamp  of  approval  on  it.  We  learned  that  our  most  useful 
role  was  assisting  local  urologists  negotiate  with  their  local  PRO. 
For  example,  this  was  the  case  in  Alabama,  California,  and  New 
York.  In  these  states,  local  urologists  were  able  to  take  AUA's 
standard,  sit  down  with  the  PRO,  and  work  out  a  mutually  acceptable 
guideline  for  preadmission  review  of  TURP.  Local  physicians  later 
told  us  that  the  fact  that  a  national  organization  had  taken  the 
time  to  develop  a  standard  gave  credibility  to  their  efforts  to 
negotiate  an  appropriate  set  of  practice  parameters . 

Having  worked  through  that  experience,  we  believe  we 
understand  more  clearly  some  of  the  essentials  for  developing 
guidelines.  First,  both  the  government  and  the  medical  community 
must  enter  into  this  process  with  goodwill.  Undue  suspicion  of  the 
motives  of  either  side  will  assure  failure,  not  success.  Second, 
the  government  must  acknowledge  that  the  physicians  who  perform  the 
services  are  usually  the  individuals  with  the  greatest  level  of 
expertise.  Any  process  the  government  uses  for  guideline 
development  must  be  fully  cognizant  of  that  fact  and  offer  the 
broadest  possible  opportunity  for  the  participation  of  these 
physicians  and  their  organizations .  We  believe  that  the  process 
now  being  developed  at  the  Agency  for  Health  Care  Policy  and 
Research  is  achieving  that  goal.  Third,  physicians  must  realize 
that  a  guideline  that  comes  only  from  one  specialty  without 
further,  broader  review  is  of  limited  use.  Our  technical  knowledge 
must  be  validated  by  others  involved  in  the  process.  This  means 
that  a  guideline  about  prostatic  disease  should  pass  muster  with 
physicians  in  other  specialties,  such  as  family  medicine  or 
internal  medicine,  who  refer  the  patients  to  the  urologist. 
Representatives  of  patients,  the  insurance  industry,  other  payors 
and  the  government  must  also  be  participants  in  this  process. 
Again,  the  Agency  for  Health  Care  Policy  and  Research  seems 
determined  to  include  these  elements  as  well. 

Fourth,  the  guidelines  must  be  based  on  scientific  fact  and 
not  guesswork.  This  means  we  must  acknowledge  uncertainty  when  it 
occurs,  and  develop  flexible  guidelines  that  accommodate  the 
uncertainties  of  the  real  world.  Importantly,  they  must  be  able 
to  respond  to  the  development  of  new  technologies  and  changing  ways 
of  providing  medical  care.  This  means  that  the  process  of 
guidelines  development  must  remain  open  and  flexible.  The  review 
of  any  existing  standard  must  be  done  on  a  timely  basis  to  capture 
change  in  the  field.  Finally,  guidelines  must  be  widely  used  and 
observed.  This  means  they  must  be  integrated  into  the  medical 
educational  system  and  the  payment  mechanism.  New  physicians  must 
learn  these  guidelines  and  the  government  should  not  pay  for 
medical  care  which  is  substandard  or  inappropriate. 

One  area  of  research  that  is  critically  important  to  future 
guideline  development  is  to  explore  those  areas  of  uncertainty  in 
medical  care.  This  means  we  must  be  looking  not  just  at  the  basic 
biology  of  the  human  body  as  we  do  at  NIH,  but  also  at  the  outcomes 
of  certain  interventions.  This  is  part  of  the  mandate  of  the 
Agency  for  Health  Care  Policy  and  Research.  The  effectiveness  of 
what  we  do  as  physicians  must  be  examined  and  not  assumed.    AUA  has 
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been  working  with  Dr.  John  Wennberg  of  Dartmouth  to  examine  several 
treatments  for  BPH  to  determine  which  one  or  ones  may  be  the  most 
effective.  To  our  knowledge,  this  prospective  look  at  the  various 
treatments  for  BPH  is  the  first  major  prospective  study  of 
outcomes .  To  the  extent  that  this  study  can  clarify  areas  of 
uncertainty,  it  permits  us  to  draw  more  explicit  and  effective 
guidelines .  We  plan  to  also  examine  treatments  for  prostate 
cancer,  after  the  BPH  study  is  underway. 

If  we  are  to  continue  in  this  important  direction,  we  must 
have  the  ongoing  cooperation  of  the  federal  government.  Guideline 
development  and  outcomes  research  can  be  complex,  time  consuming 
and  expensive  work.  Many  organizations  which  have  the  medical 
expertise  do  not  have  the  infrastructure  to  support  this  type  of 
work.  Continued  support  for  federal  grants  in  this  area  through 
the  Agency  for  Health  Care  Policy  and  Research  is  necessary. 
Without  it,  these  areas  of  inquiry  will  be  stymied. 

The  government  should  continue  to  insist  that  national  medical 
specialty  societies,  which  can  bring  together  experts  in  a  single 
field,  have  a  major  role  in  the  development  of  this  work.  This 
will  give  credibility  to  the  result  among  the  physician  community. 
The  government  must  also  strive  to  create  a  process  of  review  of 
the  specialty  society's  recommendations  that  permits  input  from 
diverse  viewpoints.  This  assures  credibility  among  the  general 
public . 

We  recognize  that  Medicare  budget  concerns  are  very  important 
to  the  Congress,  but  we  hope  you  can  also  see  the  other  advantages 
of  this  work.  More  than  one  important  goal  can  be  achieved  by 
these  efforts.  Saving  money  can  go  hand  in  hand  with  improved 
patient  care.  I  hope  all  sides  can  be  mindful  of  the  multiple 
goals  of  these  activities. 

Finally,  we  urge  Congress  and  the  Members  of  this  important 
subcommittee  to  bear  with  the  federal  agency  and  with  us.  We  are 
working  as  fast  as  we  can  in  some  uncharted  areas.  We  will  finish 
our  work  on  BPH  by  December  1,  but  often  the  work  will  be  more  time 
consuming  and  complex  than  was  imagined  when  started.  Reasonable 
expectations,  deadlines,  and  Congressional  support  can  go  a  long 
way  to  assuring  that  physicians  and  others  can  achieve  these 
important  objectives.  With  your  support  we  will  be  able  to  assure 
to  each  patient,  whether  or  not  covered  by  Medicare,  that  the  care 
they  are  receiving  is  necessary,  appropriate  and  of  a  reasonable 
standard  of  quality.     We  will  also  save  money  for  the  taxpayers. 

Mr.  Chairman,  this  completes  my  statement.  I  will  be  happy 
to  answer  any  questions  the  Members  of  the  Subcommittee  may  have. 
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Chairman  Stark.  Thank  you,  Doctor. 
Dr.  McGinty. 

STATEMENT  OF  JOHN  B.  McGINTY,  M.D.,  PRESIDENT,  AMERICAN 
ACADEMY  OF  ORTHOPAEDIC  SURGEONS  AND  CHAIRMAN,  DE- 
PARTMENT OF  ORTHOPAEDIC  SURGERY,  MEDICAL  UNIVERSI- 
TY OF  SOUTH  CAROLINA,  CHARLESTON,  S.C. 

Dr.  McGiNTY.  Thank  you,  Mr.  Chairman.  My  name  is  John 
McGinty.  I  am  president  of  the  American  Academy  of  Orthopaedic 
Surgeons,  and  I  am  chairman  of  the  Department  of  Orthopaedic 
Surgery  at  the  Medical  University  of  South  CaroHna  in  Charleston. 

I  would  like  to  emphasize,  Mr.  Chairman,  that  we  heartily  agree 
with  your  opening  statements  that  medical  societies  must  share  re- 
sponsibility for  reducing  unnecessary  services  without  reducing 
quality  and  access  to  care. 

We  appreciate  the  opportunity  to  share  the  experiences  of  the 
American  Academy  of  Orthopaedic  Surgeons  in  attempting  to  im- 
plement this  responsibility  and  reduce  the  volume  of  unnecessary 
services. 

In  the  past  2  years,  the  academy  has  developed  clinical  policies 
on  six  diagnoses  and  procedures  which  were  field  tested  at  hospi- 
tals or  approved  by  the  board  of  directors  and  were  published  last 
October.  There  are  10  more  policies  in  draft  form  now,  and  these 
will  be  published  later  this  year.  These  policies  were  formed  by  a 
consensus-billing  process,  and  are  available  not  only  to  the  orthope- 
dic community  but  to  hospitals  and  to  anybody  that  wishes  to  look 
at  them. 

Second,  at  the  request  of  the  Physician  Payment  Review  Com- 
mission, we  have  developed  global  fees.  We  have  looked  at  the 
1,600  orthopedic  procedures  and  developed  detailed  global  fees  for 
300  of  them.  These  global  fees  include  preoperative  evaluation,  the 
procedure,  itself,  and  postoperative  care  for  90  days.  The  purpose  of 
global  fees  is  to  discourage  the  use  of  unbundling  and  creative  bill- 
ing. 

Third,  we  are  looking  at  other  factors  affecting  volume.  We  are 
looking  at  the  problems  with  new  technologies,  evolving  treatment 
modalities,  and  the  site  of  care.  Again,  we  are  using  a  consensus- 
billing  process.  We  feel  that  data  searches  such  as  the  BMAD 
volume  and  charge  data  can  be  used  to  look  at  these  items  and  to 
use  them  in  the  volume  performance  standards  updates. 

We  have  developed  programs  to  educate  the  orthopedic  commu- 
nity in  coding,  again,  to  simplify  the  coding  for  both  the  orthopedic 
surgeon  and  for  his  staff.  We  have  testified  before  that  we  feel  that 
a  single  volume  performance  standard  for  specialties  is  ideal.  Just 
like  our  colleagues  from  the  American  College  of  Surgeons  feel 
that  medicine  is  too  complex,  we  feel  that  surgery  is  too  complex  to 
cover  all  avenues  and  that  the  ideal  situation  is  to  have  a  single 
volume  performance  standard  for  specialties. 

We  are  aware  of  the  report  of  the  PPRC  approximately  a  month 
ago  and  recognize  the  problems,  but  we  still  feel  that  this  is  a  goal 
worth  shooting  for  in  the  future.  We  feel  we  should  develop  special- 
ty-specific data  and  that  we  should  use  this  in  programs  of  peer 
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review  and  education  to  modify  the  behavior  of  providers  to  eUmi- 
nate  unnecessary  services. 

We  feel  that  monitoring  by  specialty  rather  than  by  Government 
would  be  more  likely  to  get  physician  support  for  behavior  change. 
We  also  feel  that  feedback  from  practice  patterns  and  outcome 
studies  are  the  ultimate  answer  to  getting  this  data  to  address 
these  problems  and  to  modify  behavior. 

We  would  like  to  suggest  that  Congress  request  the  Health  Care 
Financing  Administration  to  conduct  pilot  studies  to  explore  the 
feasibility  of  specialty  society  involvement  in  addressing  volumes  of 
service,  through,  first,  the  analysis  of  data  on  volume  and  charges 
to  identify  inappropriate  utilization  of  services  and,  secondly,  to  de- 
velop programs  to  change  physician  behavior  through  targeted  edu- 
cational criteria  and  practice  guidelines. 

We  would  be  willing  to  offer  volunteers  from  the  orthopedic  com- 
munity for  these  pilot  studies.  We  feel  that  the  benefits  are,  first, 
that  for  the  beneficiaries,  the  consumer,  and  the  patient,  it  would 
reduce  the  volume  of  unnecessary  services  while  maintaining 
access  to  necessary  ones. 

Second,  for  the  physicians,  each  specialty  would  be  responsible 
for  monitoring  and  impacting  the  volume  in  their  own  specialty 
without  being  affected  by  other  specialty  groups.  Third,  it  would 
provide  a  direct  role  for  the  specialty  and  encourage  a  partnership 
between  the  specialties  and  Government.  Fourth,  it  should  result 
in  more  predictable  expenditures  for  federally  funded  healthcare. 

I  think  we  are  all  looking  at  the  same  goal,  committee  members, 
to  reduce  the  cost  of  healthcare  without  reducing  quality  and 
access. 

I  thank  you  very  much  for  your  attention. 

[The  statement  of  John  B.  McGinty,  M.D.,  follows:] 
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STATEMENT  OF  JOHN  B.  McGINTY,  M.D.,  AMERICAN  ACADEMY  OF  ORTHOPAEDIC 
SURGEONS 

Mr.  Chairman,  members  of  the  Subcommittee,  staff  and  guests, 
I  am  John  B.  McGinty,  M.D.,  President  of  the  American  Academy  of 
Orthopaedic  Surgeons.     I  am  also  Chairman,  Department  of  Ortho- 
paedic Surgery  at  the  Medical  University  of  South  Carolina. 

The  Academy  appreciates  this  opportunity  to  discuss  the  ac- 
tivities of  our  specialty  to  address  the  increasing  volume  of 
Medicare  services.     The  Academy  has  been  and  is  continuing  to 
address  this  issue.     In  the  past  year  we  have  initiated  a  num- 
ber of  activities  that  we  plan  to  continue  to  develop. 

CURRENT  ACTIVTIES 

The  Academy  has  begun  by  addressing  the  issue  of  volume  of 
services  in  the  following  ways: 

1.  developing  clinical  policies; 

2.  cooperating  with  PPRC  in  defining  global  surgical 
service  content; 

3.  analysis  of  factors  affecting  volume;  and 

4.  educating  fellowship  about  coding  of  procedures. 


Clinical  Policies 

The  Academy  has  concluded  that  clinical  policies  emphasiz- 
ing appropriate  indications  for  certain  procedures  are  needed. 
We  are  in  the  initial  stages  of  the  difficult,  but  necessary, 
consensus  building  process  to  address  this  issue  within  our 
specialty.     To  date  we  have  completed  six  policies,  and  ten 
more  policies  are  being  developed.     As  we  refine  the  consensus 
building  process,  it  is  our  intent  to  concentrate  on  high  vol- 
ume Medicare  procedures. 

As  an  adjunct  to  this  effort,  we  are  meeting  with  third- 
party  payors  to  determine  how  the  Academy  can  assist  them  in 
the  development  of  their  appropriateness  parameters. 

Global  Services 

We  believe  the  current  procedure  coding  terminology  lacks 
uniformity,  and  creates  confusion  in  the  minds  of  patients, 
practitioners,  and  third-party  payors.     At  the  request  of  the 
Physician  Payment  Review  Commission,  we  have  developed  detailed 
global  fees  for  300  orthopaedic  procedures.     This  data  is  now 
available  to  our  fellowship  in  the  hope  of  standardizing  global 
services  and  reducing  the  unbundling  of  surgical  services.  We 
have  also  shared  portions  of  this  data  with  private  insurance 
companies . 

Analysis  of  Factors  Affecting  Volume 

We  are  also  in  the  initial  stages  of  designing  a  process  to 
identify  and  evaluate  the  factors  that  impact  on  volume  —  new 
technologies,  evolving  treatment  modalities,  changes  in  site  of 
care.     Again,  we  anticipate  that  this  will  require  a  consensus- 
building  process  within  the  specialty,  based  to  the  extent  pos- 
sible on  new  scientific  literature  and  the  analysis  of  relevant 
data  sources  such  as  BMAD  volume  and  charge  data.     We  plan  to 
share  this  data  with  the  Physician  Payment  Review  Commission 
for  use  in  planning  for  the  1992  Medicare  Volume  Performance 
Standard  update. 
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Coding 

Recognizing  that  some  orthopaedists  and  their  staffs  experi- 
ence difficulty  in  coding  certain  surgical  procedures,  we  have 
recently  initiated  an  educational  program  to  alert  our  member- 
ship to  inappropriate  coding  for  orthopaedic  procedures. 


FUTURE  ACTIVITIES 

As  we  have  stated  in  previous  testimony,  one  of  our  concerns 
about  a  single  national  volume  performance  standard  is  that  ap- 
propriate services  would  be  reduced  along  with  inappropriate 
services.     We  believe  specialty  societies  can  play  a  positive 
role  in  disseminating  information  that  will  help  the  profession 
identify  and  change  inappropriate  practices.     But  in  order  to 
do  this,  we  need  procedure  and  specialty-specific  data  on  volume 
and  charges.     We  believe  that  with  timely,  high-quality  data, 
specialty  societies  can  begin  to  analyze  what's  driving  the 
growth  in  volume,  identify  what  behaviors  need  to  be  changed, 
and  through  peer  mechanisms  and  educational  effort,  play  a 
major  role  in  changing  providers'  behavior. 

We  believe  specialty  societies  are  uniquely  qualified  to 
develop  and  disseminate  practice  guidelines  based  on  scientific 
knowledge  and  clinical  experience.     Focusing  the  data  analysis 
on  specific  procedures  and  specific  specialties  would  provide 
stronger  incentives  to  change  specific  behaviors.  Monitoring 
by  the  profession  rather  than  government  would  provide  the 
benefits  of  first-hand  medical  expertise,  and  would  be  more 
likely  to  get  physician  support. 

Providing  feedback  on  practice  patterns  addresses  the  forces 
underlying  volume  growth  and  lowers  the  risk  of  reducing  quality 
or  access  to  efficient  care.     Feedback  on  practice  patterns  can 
also  be  tied  to  financial  incentives/disincentives  by  focusing 
on  areas  that  contribute  more  to  increasing  volume  and  costs. 
Review  and  justification  for  the  use  of  new  technology  in  each 
specialty  could  be  built  into  this  process  as  well. 

While  there  are  some  problems  with  existing  data,  we  believe 
better  data  can  be  developed.     The  availability  of  the  Common 
Working  File  in  FY  1991  will  help. 

Enforcement  mechanisms  already  exist.  Specialty-society 
developed  guidelines  can  be  implemented  through  the  mechanisms 
for  prior  authorization  of  services  and  other  mechanisms. 

There  are  still  many  unanswered  questions  about  how  special- 
ty societies  can  be  used  to  monitor  performance  and  collectively 
modify  behavior.     But  we  believe  it  is  an  idea  worth  exploring. 
We  propose  that  Congress  request  the  Health  Care  Financing  Ad- 
ministration to  conduct  one  or  more  demonstration  projects  to 
study  the  feasibility  of  specialty  society  involvement  in  ad- 
dressing the  volume  of  services  through: 

1.  the  analysis  of  data  on  volume  and  charges  to  identify 
inappropriate  utilization  of  services;  and 

2.  programs  to  change  physician  behavior  through  dissemina- 
tion of  targeted  educational  curricula  and  practice 
guidelines . 

We  believe  this  approach  could  meet  the  needs  of  both  the 
Medicare  program  and  the  profession. 
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1.  It  is  fair  to  beneficiaries,  since  it  has  the  potential 
to  reduce  the  volume  of  unnecessary  services  while  main- 
taining access  to  needed  ones. 

2.  It  is  fair  to  physicians,  since  each  specialty  would  be 
responsible  for  monitoring  and  impacting  volume  only  for 
itself,  without  being  adversely  affected  by  specialties 
not  under  their  control. 

3.  It  provides  a  direct  role  for  specialty  societies,  mak- 
ing cooperation  from  the  profession  more  likely. 

4.  It  may  eventually  result  in  more  predictable  expendi- 
tures for  the  Medicare  program. 

We  appreciate  the  opportunity  to  tell  you  about  our  current 
activities  and  our  hopes  for  the  future  involvement  of  specialty 
societies.     We  look  forward  to  continuing  to  work  with  you  on 
these  and  other  vital  health  care  concerns. 
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Chairman  Stark.  Thank  you,  Doctor. 
Mr.  Gradison. 

Mr.  Gradison.  Thank  you,  Mr.  Chairman.  I  would  appreciate  it 
to  the  extent  that  any  of  the  paneHsts  wish  to  do  so,  if  you  could 
tell  us  what  you  think  we  ought  to  do  in  terms  of  setting  the  num- 
bers for  the  volume  performance  standards  for  fiscal  year  1991.  We 
now  have  before  us  two  sets  of  numbers;  Secretary  Sullivan's 
number  and  the  PhysPRC  number. 

While  there  have  been  some  references  to  them,  I  haven't  heard 
any  specific  numbers  suggested  in  terms  of  something  that  might 
make  more  sense  than  these.  Any  thoughts  on  that  subject? 

Dr.  Seljeskog.  I  will,  perhaps,  begin. 

Mr.  Gradison.  Thank  you.  Doctor. 

Dr.  Seljeskog.  I  think  that,  overall,  we  do  have  some  concern 
about  departing  too  far  from  the  past  trend  lines  related  to 
changes  in  volume  associated  with  technology  and  patient  access. 
We  are  just  beginning  to  deal  with  this  issue  and,  I  think  that,  if 
we  are  going  to  wrestle  with  it  in  a  meaningful  manner,  we  don't 
want  to  jump  off  too  far  from  those  trend  lines.  We  must  attempt 
to  keep  everyone  in  a  cooperative  spirit. 

I  think,  clearly,  the  surgeons  are,  at  this  point  in  time,  ready  to 
stand  up  and  be  counted,  and  to  be  counted  in  the  sense  that  they 
are  being  mandated  to  address  the  volume  issue.  We  would  hope  to 
continue  this  spirit  of  cooperation. 

Mr.  Gradison.  I  have  got  to  press  you  just  a  little  bit.  The  cur- 
rent situation,  as  I  recall  the  history,  that  led  to  a  separation  of 
surgeons  from  everybody  else  was  at  the  suggestion,  I  believe,  of 
the  American  College  of  Surgeons. 

Dr.  Seljeskog.  Yes,  it  was. 

Mr.  Gradison.  What  do  you  think  the  number  ought  to  be  for 
surgery  for  fiscal  year  1991? 

Dr.  Seljeskog.  I  don't  want  to  get  into  a  specific  number,  but  we 
are  concerned  with  Secretary  Sullivan's  numbers  may  be  too  low. 

Mr.  Gradison.  Are  you  concerned  about  PhysPRC's  number 
being  too  low? 

Dr.  Seljeskog.  It  is  closer  to  the  trend  line  and  I  think  we  could 
be  comfortable  with  it.  However,  we  note  that  surgery  has  been 
singled  out  for  an  extra  1  percent  hit  based  on  the  perception  that 
surgical  volume  expansion  is  moderating. 

Mr.  Gradison.  Yes. 

Dr.  Seljeskog.  I  am  not  convinced  of  that,  and  I  don't  think  the 
college  is.  I  think  you  will  hear  some  additional  testimony  from  an- 
other panelist  arguing  to  the  fact  that  it  has  not — it  is  continuing 
to  explode.  Until  we  get  these  estimates  firmed  up,  I  think  we 
ought  to  try  to  stick  with — not  business  as  usual,  but  try  not  to 
depart  too  far  from  the  past. 

We  are  very  pleased  to  see  that,  finally,  the  surgical  services 
have  been  defined  so  that  we  know  what  we  are  dealing  with — 
apples  or  oranges — and  that  all  the  prunes  are  out  of  the  barrel  be- 
cause a  lot  of  data  indicate  that  services  which,  in  my  wildest 
imagination,  don't  fall  into  the  rubric  of  surgical  services,  are  part 
of  this  expanding  surgical  increase. 

I  think,  now,  we  have  a  chance  to  look  at  that  and,  for  that 
reason,  I  think  we  should  try  not  to  depart  too  far  from  the  past 
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because  the  business  of  technology  expansion  is  a  very  fluid  state 
in  surgery.  What  was  true  yesterday  may  not  be  true  tomorrow. 

Mr.  Gradison.  I  understand  that.  Any  other  comments?  If  you 
don't  want  to  answer,  I  respect  that.  I  am  just  looking  for  help; 
that's  all.  Any  numbers  you  have  to  suggest,  or  comments,  I  would 
appreciate. 

Dr.  Jensen,  did  you  want  to  speak? 

Dr.  Jensen.  Quite  frankly,  I  don't  know  how  one  reaches  the 
exact  number.  Clearly,  we  don't  want  things  changed  too  radically. 
I  think  that  if  we  face  the  problem  of  avoiding  inappropriate  and 
ineffective  care,  those  numbers  may  take  care  of  themselves.  I  rec- 
ognize, we  have  to  choose  a  number.  It  seems  to  me  that  some  of  it 
is  going  to  be  from  the  sky. 

Mr.  Gradison.  Of  course. 

Dr.  Jensen.  I  think  if  we  address  effectiveness  and  appropriate- 
ness, it  may  be  easier  to  live  with  any  number  you  choose. 

Mr.  Gradison.  Which  suggests  that  it  may  be  easier  in  future 
years  than  it  is  this  year,  in  that  sense,  to  the  extent  that  we  get 
further  along  in  the  work  on  effectiveness  research. 

Dr.  Seljeskog.  Hopefully  so. 

Mr.  Gradison.  I  think  we  all  hope  so.  Any  other  thoughts? 

Dr.  Mebust.  I  would  like  to  sort  of  echo  the  same  comments.  We, 
certainly,  couldn't  give  you  a  figure  either,  but  we  do  feel  it  is  im- 
portant how  we  get  to  that  particular  area.  This  is,  indeed,  through 
good  guidelines  so  that  we  can  deliver  quality  care  at  a  reasonable 
price,  taking  a  good  look  at  outcome  research,  so  that  we  can,  in 
fact,  come  up  with  the  best  modalities  and  give  you  the  best  value 
for  your  dollar. 

Mr.  Gradison.  Thank  you.  Dr.  McGinty. 

Dr.  McGiNTY.  I  have  no  idea  how  to  give  you  a  number.  As  a 
matter  of  fact,  I  was  exposed  to  those  numbers  for  the  first  time 
this  morning.  But  I  would  like  to  make  the  point,  as  I  go  around 
the  country,  I  think,  finally,  perhaps,  the  physician  community  is 
becoming  aware  of  this  and  is  interested  and  enthusiastic  about  re- 
sponding. 

Yet,  it  is  going  to  be  a  slow  process  because  what  we  are  really 
talking  about  is  behavior  change,  and  acceptance  of  things  that  are 
not  terribly  palatable  initially.  So  whatever  direction  we  go,  I  think 
it  should  be  done  carefully  and  thought  out,  and  I  would  agree 
with  my  colleague  on  my  right  that  the  ultimate  answer  is  out- 
come studies.  But  those  are  going  to  take  a  lot  of  time  and  they  are 
very  expensive. 

But  as  we  move  down  this  path,  I  think  we  should  move  fairly 
slowly  so  we  encourage  a  partnership  between  organized  niedicine 
and  government. 

Mr.  Gradison.  Thank  you.  Thank  you,  Mr.  Chairman. 

Mr.  Coyne  [presiding].  Chairman  Stark  has  gone  to  respond  to  a 
recorded  vote.  Mr.  Moody. 

Mr.  Moody.  I  have  no  questions  right  now.  I  think  maybe  we 
should  break  and  come  back. 

Mr.  Coyne  If  you  have  no  questions;  Mrs.  Johnson. 

Mrs.  Johnson.  My  question  has  more  to  do  with  your  concerns 
about  the  guidelines  and  the  target  that  has  been  set  for  the  next 
year.  From  your  testimony,  I  would  gather  that  you  feel  that  the 
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guideline-setting  is  not  far  enough  along,  nor  have  you  been  in- 
volved in  it  enough  to  feel  confident  that  you  can  meet  the  volume 
caps  in  a  rational  way  in  2  years,  or  in  a  year. 
Is  that  a  fair  statement? 

Dr.  Seljeskog.  If  I  may  respond.  I  think  it  depends,  ultimately, 
on  what  the  guideline  shakes  out,  a  specific  number.  I  think,  from 
the  numbers  we  have  seen  so  far,  that  they  are  achievable,  particu- 
larly PPRC's  guidelines.  I  have  some  concern  about  the  Secretary's 
announced  guidelines,  the  number,  so  to  speak.  Needless  to  say,  I, 
again  want  to  emphasize  that  whatever  number  is  ultimately  set- 
tled on,  as  we  refine  this  process,  the  college  of  Surgeons — and  I 
think  I  speak  for  the  surgical  community — is  willing  to  work  and 
try  to  achieve  that  end. 

As  I  indicated  earlier,  we  are  ready  to  stand  up  and  be  counted. 

Mrs.  Johnson.  Can  we  rationally  achieve  the  guidelines,  the  cap, 
without  firmly-agreed-to  guidelines  in  place? 

Dr.  Seljeskog.  It  depends  on  what  number  you  are  talking 
about.  I  think  if  you  are  talking  about  

Mrs.  Johnson.  I  guess  I  am  talking  about  the  relationship  be- 
tween the  numbers,  and  this  process  of  developing  practice  guide- 
lines. Are  we  going  to  get  into  a  cart-before-the-horse  situation 
where  volume  is  not  controlled  by  guidelines  but  is  simply  con- 
trolled by  numbers? 

Dr.  Seljeskog.  If  you  are  dealing  with  the  issue  of  practice 
guidelines — as  has  already  been  indicated,  it  is  a  monumental  task 
to  try  to  develop  practice  guidelines  for  just  the  surgical  area, 
alone.  You  have  heard  that  we  have  six  guidelines  in  place  for  or- 
thopedic surgery.  But  you  heard,  also,  a  figure  of  1,600  surgical  pro- 
cedures performed  by  the  orthopedic  community. 

That  is  a  big  job,  and  I  think  we  need  to  talk  about  numbers 
before  we  get  too  far  along  in  the  way  of  specifics  with  regard  to 
guidelines.  Guidelines  may  eventually  moderate  this  process  as  it 
evolves,  but  it  isn't  going  to  happen  tomorrow. 

Mrs.  Johnson.  Thank  you.  I  see  that  I  am  accelerating  the  one 
issue,  and  confusing  the  second.  Thank  you.  Since  we  don't  have 
much  time,  I  won't  pursue  it. 

Mr.  Coyne.  We  are  going  to  have  to  respond  to  a  recorded  vote, 
so  we  will  resume  the  hearing  after  the  vote. 

[Recess.] 

Chairman  Stark.  First  of  all,  I  want  to  thank  each  of  the  wit- 
nesses and,  through  you,  the  organizations  you  represent. 

Help  me  through  this,  if  you  will.  I  neither  want  to  embarrass 
any  of  you,  nor  do  I  want  to  pry  in  areas  which  are  none  of  my 
business.  But  I  am  going  to  try  and  translate  this,  again,  just  for 
my  own  sense  of  what  we  are  doing,  into  how  this  affects  your  col- 
leagues at,  again,  the  individual  practice  level. 

Let  me  design  a  hypothetical  surgeon,  for  a  moment,  and  then 
let  me  talk  about  some  numbers.  This  will  be  the  surgeon  who 
practices  either  in  a  small  office  with  a  couple  of  surgeons,  and  spe- 
cializes and  does  not  practice  either  in  one  of  the  superstar  teach- 
ing facilities  where  fees  might  go  off  the  scale  nor  is  this  person 
saddled  by  a  salary  job  in  a  low-income  inner-city  hospital  where 
the  person  is  dealing  with  nothing  but  a  Medicare  patient  list. 
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He  is  practicing  in  Lake  Forrest  or  Hillsborough  or  New  Canaan 
in  a  modestly  well-to-do  suburban  area,  and  while  not  a  superstar, 
he  is  in  the  prime  years  of  his  most  productive  practice  years. 

I'm  looking  at  PhysPRC  talking  about  volume,  and  the  rate  at 
which  we  are  going  to  spend.  This  has  to  do  with  population  and 
fees,  and  your  practice  costs  which,  under  the  law,  we  spot  you.  If 
rent  goes  up,  and  salaries  go  up,  that  is  supposed  to  be  calculated 
in. 

PhysPRC  is  purporting  an  increase  of  9.3  percent.  I  think  our  bill 
was  10  percent,  what  we  anticipated  last  year.  The  Secretary  is 
talking  about  8.7  percent.  For  other  services,  I  guess  you  would  say 
nonsurgical  services  or  practices,  we  are  talking  12.1  percent  under 
PhysPRC  and  10.5  under  Health  and  Human  Services. 

I  believe  that  implicit  in  these  numbers,  certainly  in  Health  and 
Human  Services  numbers,  is  no  change  in  the  actual  fee — total  fee 
or  just  the  practice  portion?  It  is  zero  percent  update.  So  under  the 
administration's  recommendation,  you  and  your  colleagues  would 
get  the  same  fees  in  calendar  year  1991  that  you  are  going  to  get 
this  year,  or  are  getting. 

Other  physicians  in  that  same  neighborhood  would  get  3.6  per- 
cent per  fee.  Now,  tell  me  Dr.  Mebust,  where  25  percent  of  a  col- 
league's gross  income,  and,  perhaps,  net  income,  results  from  one 
procedure  which  is  under  discussion,  if  not  under  attack,  and  if,  in 
fact,  there  were  no  increase  in  his  fee-schedule  change,  what  hap- 
pens? Tell  me,  in  round  figures,  what  that  person  would  be 
making. 

Make  any  assumption  you  want,  that  inflation  is  going  to  kick 
his  salary  up  4  or  5  percent.  What  happens  to  this  person?  What  is 
the  result  of  the  difference  between  what  PhysPRC  is  recommend- 
ing, and  what  Health  and  Human  Services  is  recommending?  What 
is  the  difference  between  a  no-update,  and,  perhaps,  a  full  MEI 
update  which  would  be  3.6  percent? 

Can  you  give  me  a  kind  of  a  hypothetical  sitution  of  what  we  are 
doing  to  one  of  your  colleagues? 

Dr.  Mebust.  I  am  not  really  sure  I  can  respond,  Mr.  Chairman. 

Chairman  Stark.  Could  you  at  some  later  date? 

Dr.  Mebust.  Yes;  we  could  certainly  send  you  something  in  writ- 
ing. I  am  not  sure  I  am  the  expert  here. 

Chairman  Stark.  We  are  up  here  talking  about  hundreds  of  mil- 
lions of  dollars.  We  are  talking  about  volume  figures,  and  they 
don't  mean  anything  to  me.  When  I  have  got  to  go  home  and  talk 
to  the  physicians  in  my  district,  those  who  speak  to  me,  what  does 
it  do? 

I  guess  I  can  understand;  in  my  case  it  would  be  with  honorar- 
iums. If  I  was  going  to  make  $125,000,  or  thereabouts.  I  know  what 
4  percent  does  to  me,  and  I  can  make  some  judgments  about  what 
it  would  do  to  my  style  of  living  and  what  my  wife  would  have  to 
say  about  it  one  way  or  another. 

I  can  relate  to  that.  I  can  understand  that  if  somebody  makes 
$200,000  or  $300,000  and  has  kids  in  college  to  pay  for.  If  it  is  only 
a  couple  of  thousand  dollars,  I  don't  think  a  person  is  going  to 
change  their  way  of  practice  any.  That  would  be  my  guess. 
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But  if  it  is  $20,000  or  $30,000,  I  can  see  that  somebody  is  going  to 
sit  down  and  say,  ''Well,  what  do  we  do  now?  I  have  got  to  make 
some  strategic  change  in  the  economics  of  my  practice." 

Do  any  of  the  other  witnesses  want  to  take  a  shot  at  what  I  am 
trying  to  understand?  Does  anybody  have  any  feel  for  how  that 
would  translate?  What  would  the  ophthalmologist  say?  I  don't 
know  what  the  fees  are  now.  Are  they  $1,200,  $1,400?  Is  that  what 
Medicare  pays? 

Dr.  Jensen.  Yes;  for  cataract  surgery,  yes,  sir. 

Chairman  Stark.  So  if  we  were  going  to  increase  the  fees  by  4 
percent,  it  would  be  $48,  one  way  or  the  other.  What  does  this  do  to 
a  practice? 

Dr.  Jensen.  As  you  know  for  the  anticipated  fee  schedule,  by 
1996,  PhysPRC  has  estimated  that  the  average  fees  will  go  down  20 
percent  for  each  ophthalmologist,  so  we  are  already  anticipating 
that.  What  does  anyone  do  in  any  kind  of  business  when  your  gross 
goes  down?  You  try  to  be  more  efficient.  I  guess  you  try  to  be  more 
competitive. 

Chairman  Stark.  You  are  saying  by  1996.  So  you  and  I  are 
saying  that  we  are  talking  about  a  physician  whose  fee  per  proce- 
dure  

Dr.  Jensen.  Across  the  board,  for  the  average  ophthalmologist 
who  does  medical  work  and  surgical  work. 

Chairman  Stark.  But  his  individual  fees,  per  procedure,  are 
going  to  drop  from  $1,200  or  $1,400,  wherever  they  are,  to  $900? 

Dr.  Jensen.  It  depends  upon  the  procedure.  Some  medical  things 
may  go  up.  But,  on  the  average,  it  will  go  down  20  percent. 

Chairman  Stark.  But  help  me  a  little  further  down  the  line,  too. 
If  you  would  respond,  later,  because  I  am  not  sure  this  is  complete- 
ly fair.  It  is  my  understanding,  and  this  is  probably  way  off  the 
mark,  but  in,  for  instance,  the  area  of  laser  surgery,  we  have 
moved  from  a  day  when  a  person  had  to  take  2  months  off  of  prac- 
tice to  go  into  a  rigorous  specialty  training  and  that  1  in  10,  or  1  in 
20,  ophthalmologists  was  able  to  deal  with  this  brand-new  proce- 
dure. 

Updated  equipment  and  a  lot  of  other  things  have  made  this  pro- 
cedure simpler  and  safer.  Perhaps,  the  price  per  procedure  hasn't 
followed  with  the  productivity  increase.  We  haven't  gotten  lower 
prices  per  procedure.  Maybe  that  is  wrong,  but  that  is  something  I 
have  in  the  back  of  my  mind. 

That  may  very  well  lead  right  to  what  we  are  talking  about.  If 
you  can  do  a  procedure  in  20  minutes  instead  of  an  hour,  and  it  is 
a  lot  simpler,  one  way  to  earn  more  money  is  to  do  more  of  them.  I 
can  relate  to  that  without  prejudice.  That  makes  good  sense  to  me. 

But  I  am  just  trying  to  get  some  sense  of  what  we  are  doing  with 
the  individual  now.  Maybe  your  colleague  is  going  to  say,  "No.  I 
would  rather  improve  my  golf  game  or  spend  more  time  on  the 
tennis  court  or  do  something  else  that  I  have  always  wanted  to  do." 
I  just  can't  get  a  sense  of  what  this  does. 

I  can  see  that  if  I  was  saying,  ''Wait  a  minute.  I  am  going  to  look 
for  a  20  percent  decrease  in  my  income"  would  you  be  anticipating 
that  to  be  a  decrease  in  gross  income  or  20  percent  less  than  the 
MEI  would  normally  take  you  to?  Do  you  see  an  absolute  reduction 
in  the  dollar  amount  that  you  are  grossing? 
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Dr.  Jensen.  I  don't  know. 
Chairman  Stark.  Anybody  else? 

Dr.  McGiNTY.  Mr.  Chairman,  like  you,  I  don't  know  the  answer 
either.  I  certainly  can't  get  into  the  numbers  thing,  but  I  would  re- 
spond that  I  think  some  of  the  concerns  of  the  surgeon  out  in  the 
community,  who  you  refer  to,  express  it  as,  ''Will  we  all  be  treated 
equally?  Will  some  people  get  a  bigger  hit  than  others?" 

I  am  not  sure  that  we  have  the  answer  to  that  question  as  to  how 
this  is  going  to  be  implemented.  I  think  I  can  say  that  all  of  us  are 
concerned  about  the  issues  that  we  are  talking  about,  and  that  we 
are  willing  and  interested  and  wish  to  cooperate.  I  think  as  I  go 
around  the  country  and  talk  to  the  various  members  of  the  Acade- 
my of  Orthopaedic  Surgeons,  that  they  have  the  same  point  of 
view. 

But  they  are  still  very  concerned  about  the  methodology  and  the 
process,  and  how  it  is  going  to  work.  I  wish  I  was  smart  enough  to 
have  the  answers  but,  like  you,  I  don't  have  them  either. 

Chairman  Stark.  I  hate  to  drag  out  a  dead  horse — but  we  went 
through  this  in  catastrophic.  We  got  into  some  of  the  toughest 
fights  over  this  $800  surtax,  when  the  truth  was  that  there  weren't 
a  million  people  out  of  32  million  Medicare  beneficiaries  who  were 
going  to  pay  the  full  $800.  But  you  would  think  that  we  were  going 
to  charge  every  Medicare  beneficiary  right  off  the  top  for  $800. 

But  what  we  are  discussing  here  today  are  very  high-toned  eco- 
nomic principles.  I  think  that  the  members  of  your  particular 
groups  could  maybe  think  about  this  and  say,  "Boy,  this  is  what 
this  is  going  to  mean  to  me." 

Dr.  McGiNTY.  I  doubt  that. 

Chairman  Stark.  It  could  be  that  we  could  sit  down  and  say, 
"Look,  guys.  We  are  not  talking  about  very  much.  We  do  have  a 
volume  problem,  but  it  isn't  going  to  affect  the  individuals." 

I  don't  know.  What  I  am  trying  to  find  out  is  where  the  indiffer- 
ence level  is  for  individual  physicians.  Please,  does  anybody  want 
to  talk  about  this? 

Dr.  Mebust.  Mr.  Chairman,  I  will  go  back  again.  I  am  not  all 
that  well  prepared  to  answer  your  question  for  a  variety  of  reasons 
but,  obviously,  if  25  percent  of  our  income  is  from  TURP's,  and  we 
going  to  have  a  reduction  in  fee,  say,  from  an  average  of  $1,300 
down  to  $900,  now  that  is  a  real  cut. 

Chairman  Stark.  That  is  over  5  years. 

Dr.  Mebust.  That  is  a  cut.  Now,  what  do  we  do  about  this?  The 
AUA  is  studying  these  issues,  and  we  will  share  this  information 
with  you.  For  example,  suppose  the  field  of  urology  should  be  ex- 
panded into  more  cognitive-type  services,  preventive  services. 
There  are  a  variety  of  things  that  could  be  done. 

Do  we  change  the  training  of  our  students  in  urology?  We  don't 
know  the  answer.  We  are  looking.  And  we  will  try  to  get  back  to 
you. 

Chairman  Stark.  OK.  In  a  sense,  the  TURP's,  I  understand, 
might  be  replaced  just  because  they  go  the  way  of  leeching.  Some- 
body may  decide  that  this  is  no  longer  a  procedure  which  we  ought 
to  have  on  our  bill  of  fare.  But  the  problem  doesn't  go  away.  Be- 
lieve me.  The  problem  is  going  to  be  there. 
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So  you  guys  are  going  to  be  concerned  about  treatment  for  the 
problem.  Although  the  ophthalmologists  have  a  little  bit  different 
problem.  They  have  a  really  great  way  of  treating  this  problem, 
and  they  may  be  running  out  of  problems.  That  is  the  other  side  of 
the  coin. 

But,  again,  I  think  we  have  a  responsibility.  I  know  some  people 
don't  like  anecdotes,  but  we  are  dealing  with  real  people,  and  I 
think  it  has  been  the  concern  of  the  committee  that  we  deal  in 
good  faith  with  the  physicians  because,  otherwise,  we  are  never 
going  to  solve  these  problems. 

They  are  not  going  to  support  you  in  your  negotiations  with  us. 
So  it  would  be  of  some  interest  to  me  and,  I'm  sure,  to  the  rest  of 
committee,  if  you  could  personalize  some  of  this. 

Dr.  Seljeskog,  you  wanted  to  get  into  the  fray? 

Dr.  Seljeskog.  Yes.  Just  a  personal  comment.  Obviously,  it  is  a 
very  complex  issue,  and  the  water  is  very  muddy.  But  the  real 
issue  is  whether  the  response  will  be  continued  expansion  of 
volume.  I  want  to  point  out  that  in  the  surgical  area,  as  we  said 
earlier,  there  are  some  indicators  that  volume  of  expansion  in  sur- 
gical services  may  well  be  moderating  already. 

This  may  be  related  to  some  of  the  past  efforts  of  surgeons.  We 
have  been  mostly  an  inpatient  specialty.  We  have  been  under  scru- 
tiny— quality-assurance  program,  preadmission  programs,  preauth- 
orizations,  second  opinions,  you  name  it.  We  may  be  seeing  the  ef- 
fects of  that  already.  So  the  surgical  branch  is  already  bending  and 
I  am  not  so  sure  that  it  can  respond  by  volume. 

The  response  of  the  individual  practitioner,  I  suspect,  will  be  to 
look  at  other  ways  to  practice.  Efficiencies  has  already  been  point- 
ed out. 

Chairman  Stark.  Let  me  warn  you  about  one  thing.  You  and  I, 
as  a  society,  have  gotten  along  brilliantly  these  past  several  years. 
But  you  guys  start  incorporating,  or  becoming  joint  ventures  and 
selling  limited  partnerships  in  yourself  to  referring  physicians,  that 
is  where  we  split  the  blanket. 

Dr.  Seljeskog.  I  would  agree. 

Chairman  Stark.  Thank  you,  all,  again.  To  the  extent  that  you 
can  provide  us  with  either  real  or  hypothetical  figures — I  am  not 
interested  in  who  the  people  are  or  where  they  are,  but  you  would 
help  me  greatly  because  I,  somehow,  can't  understand  all  of  these 
aggregate  figures.  I  have  been  dealing  with  them  all  through  this 
legislation,  and  now,  I  don't  have  the  foggiest  idea  of  how  this  is 
going  to  affect  the  individual. 

Mrs.  Johnson's  husband  can  probably  give  me  a  better  idea  of  it, 
although  it  would  be  helpful  if  I  had  your  viewpoint.  I  suspect 
some  of  my  colleagues  would  find  it  helpful,  too. 

Mr.  Levin. 

Mr.  Levin.  Mr.  Chairman,  let  me,  if  I  might,  pick  up  the  chair- 
man's comment  about  volume  and  the  last  response  about  a  level- 
ing off  of  volume  in  surgery.  Clearly,  from  his  opening  statement, 
and  I  think  it  is  one  of  the  obvious  points  that  has  to  be  reiterated, 
the  more  the  pressure  on  reimbursement,  the  more  the  pressure  on 
volume,  in  some  respects.  I  think  that  is  something  that  we  have  to 
expect. 
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I  wanted  to,  with  you,  Dr.  Jensen,  just  pursue  for  a  few  minutes 
this  quandary,  because  the  articles  in  the  Detroit  News  indicated 
that  there  are  ways  to  increase  volume.  If  I  had  to  sum  it  up  in 
any  way,  I  would  sum  it  up  in  that  direction. 

There  are  ingenious  methods  of  expanding  the  volume  of  serv- 
ices. I  think,  very  much,  we  need  to  get  at  this.  If  you  would,  and  I 
hope  we  will  be  spending  more  time  on  this  in  the  future.  Your  tes- 
timony covers  this  in  part,  but  if  you  would  give  me  your  responses 
as  to  how  much  you  think,  within  the  ranks,  there  can  be  greater 
efforts  and  rattle  off,  if  you  would — there  will  be  some  other  time, 
perhaps  to  elaborate — five  or  six  specifics  as  to  how  you  would  get 
at  this  volume  issue,  both  in  terms  of  actions,  yourselves,  and  ac- 
tions the  Government  might  take. 

Then  I  want,  if  there  is  time,  to  ask  you  quickly,  and  maybe 
others  will  comment,  one  question  about  your  response. 

Dr.  Jensen.  I  certainly  agree  with  you,  the  Detroit  articles  show 
that  physicians  can  be  very  innovative  in  finding  methods  of  in- 
creasing volume  and  it  is  a  natural  response,  I  think,  when  your 
income  goes  down  per  procedure  to  find  out  more  ways  to  do  it. 

I  don't  know  that  I  am  speaking  on  behalf  of  the  academy,  not 
anticipating  your  question,  but  how  would  you  decrease  volume? 

Mr.  Levin.  In  five  or  six  practical  ways,  how  do  you  get  at  this 
problem  of  super-innovative  ways  to  increase  volume  and  how  does 
Government  help  you  respond?  What  is  our  response  to  the  re- 
sponse? 

Dr.  Jensen.  I  think,  first  of  all,  the  practice  patterns  that  we 
have  created  give  definitions  of  what  is  appropriate  care,  make  cer- 
tain that  we  educate  these  individuals  to  make  sure  they  are  not 
doing  unnecessary  or  premature  surgery.  I  think  we  have  suggest- 
ed in  our  code  of  ethics,  and  to  HCFA,  that  a  surgeon  be  responsi- 
ble for  his  own  preoperative  and  postoperative  care. 

Some  of  the  high-volume  people  get  to  the  point  where  they  are 
doing  so  much  surgery  they  can't,  possibly,  be  looking  after  their 
own  patients,  and  they  require  others  to  look  after  their  patients. 
Perhaps  that  is  one  way  to  get  at  it.  Advertising;  we  can't  say  any- 
thing about  that.  It  is  certainly  one  way  to  do  it,  but  the  Federal 
Trade  Commission  has  told  us  that  advertising  is  quite  ethical.  It 
might  be  one  way  to  get  at  it,  to  stop  people  from  advertising. 

I  think  those  are  four  things.  I  didn't  get  up  to  six. 

Dr.  McGiNTY.  I  am  not  sure  that  I  can  give  you  five  or  six,  Mr. 
Levin,  but  I  think  that  I  can  give  you  one  that  we  can  do,  and  I  can 
give  you  one  that  you  can  help  with.  I  think  the  one  that  we  can  do 
is  with  quality-assurance  methodologies,  clinical  policies  and  out- 
come studies.  They  are  time-consuming,  but  they  should  be  effec- 
tive if  they  are  properly  implemented.  They  should  reduce  unneces- 
sary procedures  and  they  should  give  appropriateness  guidelines 
that  can  be  monitored  to  and  can  be  adhered  to. 

If  they  are  not  adhered  to,  they  can  be  changed — that  is,  behav- 
ior can  be  changed,  hopefully,  by  education  and  if  not  by  education, 
by  other  methodologies. 

Another  method  where  I  think  you  and  the  Congress  and  the  leg- 
islators can  help  reduce  volume  is  by  tort  reform.  This  is  some- 
thing that  hasn't  even  been  addressed  here,  but  one  of  the  reason 
we  have  increase  in  volume  of  procedures  is  the  defensive  practice 
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of  medicine  necessitated  by  the  liability  issues  that  are  before  us 
today. 

Mr.  Levin.  That,  surely,  isn't  the  lesson  of  the  Detroit  News  arti- 
cles. Tort  reform  isn't  going  to  get  at  that  problem.  I  don't  know  if 
you  have  seen  the  articles.  I  don't  say  tort  reform  is  irrelevant,  but 
I  don't  think  it  is  relevant  to  the  part  of  the  response  where, 
through  various  innovations,  a  percentage,  albeit  a  minority — they 
dramatically  increased  their  volume  over  what  was  true  10  or  15 
years  ago. 

Those  devices,  maybe,  are  not  singular  to  cataract  surgery.  I 
think,  in  terms  of  the  visits  to  the  nursing  homes,  et  cetera,  is  we 
have  an  aging  population.  There  are  other  specialties,  not  all,  that 
could  utilize  the  same  methodologies.  We  need  to  find  ways  to  get 
at  these  issues.  Otherwise,  putting  the  lid  on  reimbursement  and 
turning  the  heat  on  volume,  in  a  way,  is  going  to  penalize  the  more 
careful  practitioner,  isn't  it? 

You  are  going  to  find  that  our  reimbursement  limits  are  going  to 
hurt  the  practice  of  quality  medicine  in  those  who  partake  of  it. 
And  that  is  going  to,  increasingly,  be  a  dilemma  within  your  own 
ranks.  What  you  face,  and  what  we  face,  is  how  do  we  respond  to 
that.  I  look  upon  the  articles  in  the  news  as  kind  of  symptomatic  of 
the  challenge  as  to  how  we  are  going  to  respond  to  this  entire  prob- 
lem, not  only  in  ophthalmology  but  in  other  arenas. 

We  have  to  be  able  to  do  so  concretely.  Mr.  Stark's,  the  chair- 
man's, question  about  the  practical  meaning  of  a  new  system,  I 
think,  is  a  challenge  to  us  to  come  up  with  some  practical  answers. 

I  think,  because  of  time,  Mr.  Chairman,  I  will  close.  Thank  you. 

Chairman  Stark.  Mr.  Cardin. 

Mr.  Cardin.  Thank  you,  Mr.  Chairman.  I  want  to  thank  the 
panel,  particularly  Dr.  Jensen,  my  constituent  from  Baltimore.  I 
would  like  to  follow  up  on  the  chairman's  questions  and  Mr. 
Levin's  question.  The  success  of  volume  performance  standards  will 
depend  on  physicians,  through  their  professional  organizations, 
working  to  identify  and  reduce  excess  services  through  their  own 
educational  programs  and  by  working  with  Medicare  PRO's  and 
carriers. 

Are  the  professional  organizations  strong  enough  to  influence  the 
individual  practices  of  the  physicians?  Is  peer  pressure  strong 
enough?  Is  the  vague  threat  of  reduced  fees  under  Medicare  strong 
enough  to  change  practices  as  it  relates  to  volume,  knowing  full 
well  that  many  physicians  believe  every  year  Congress  is  going  to 
reduce  the  fees,  anyway? 

Do  we  have  the  mechanisms  in  place  within  your  organizations 
and  within  the  various  specialties  that  have  a  chance  of  really  af- 
fecting individual  physicians'  decisions  on  volume. 

Dr.  Seljeskog.  As  I  indicated  earlier,  I  think  that  that  mecha- 
nism is  in  place.  Whether  it  can  be  brought  to  fruition  to  control 
expanding  volume  is  another  matter.  I  think  we  have  some  early 
evidence — but  as  I  indicated,  the  numbers  soft — that  this  already 
may  be  happening,  and  are  that  physician-surgeon  behavior  can  be 
influenced. 

I  think  only  time  will  tell.  Already,  a  number  of  the  surgical  spe- 
cialty societies  are  looking  at  these  very  issues,  such  as  technology 
assessment,  various  guidelines  for  surgical  procedures,  what  have 
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you.  But  the  data  acquisition  and  the  conclusion  is  a  time-consum- 
ing process. 

Only  down  the  line  a  few  years,  are  we  going  to  have  some  mean- 
ingful opinions  about  these  things. 

Mr.  Cardin.  Are  you  referring  to  a  national  surgical  society,  or 
are  you  referring  to  the  local  surgical  societies?  Who,  exactly,  are 
you  referring  to  when  you  say  that  the  mechanisms  are  in  place 
that  will  influence  individual  physicians'  decisions? 

Dr.  Seljeskog.  I  think  that  the  mechanism  is  in  place,  national- 
ly, for  a  number  of  national  subspecialty  societies.  We  are  already 
looking  at  the  issue.  But  already,  within  the  American  College  of 
Surgeons,  for  example,  the  local  State  chapters  are  looking  at  these 
issues,  and  the  local  insurance  carriers  are  looking  for  development 
of  guidelines — are  there  procedures  that  are  outmoded,  and  what 
have  you. 

So,  yes,  the  answer  is  that  the  local  review  mechanism,  certainly, 
is  also  in  place  to  some  degree. 

Dr.  McGiNTY.  I  think,  at  least  from  the  standpoint  of  the  ortho- 
pedic community,  I  would  refer  to  the  national  organization.  The 
American  Academy  has  15,000  members,  and  there  are  only  about 
10  percent  of  people  practicing  orthopedics  in  the  United  States 
who  are  not  members.  I  think  the  practicing  orthopedic  surgeon 
looks  at  his  academy  membership  as  something  extremely  impor- 
tant in  his  life. 

We  are  putting  mechanisms  into  place  to  effect  this  type  of  be- 
havior change  and  we  are,  actually,  observing  increasing  coopera- 
tion from  our  fellowship.  We  feel  strongly  that  this  is,  at  least  at 
this  point  in  time,  probably  the  most  important  direction  to  go,  and 
to  work  on  accomplishing  these  goals  through  education  rather 
than  sanction  is  a  first  step. 

Mr.  Cardin.  What  is  the  incentive  to  the  individual  surgeon;  is  it 
proper  medical  practice,  or  more  efficient  medical  practice,  or  is 
the  fear  of  reduced  reimbursements? 

Dr.  McGiNTY.  Maybe  I  am  a  little  bit  naive,  but  I  still  think  that 
the  average  doctor  practicing  in  the  community  cares  about  his  pa- 
tient and  puts  his  patient's  welfare  first,  and  that  he  has  some 
idealistic  goals,  and  that  he  cares.  I  think  he  is  being  harassed 
from  a  variety  of  quarters  right  now  that  maybe  gets  his  dander  up 
a  little  bit  and  he  doesn't  look  so  much  like  he  cares. 

But  as  I  go  around  and  talk  to  people,  I  think,  underneath  it,  he 
does  care  and  I  think  he  will  respond  if  he  is  given  a  chance. 

Mr.  Cardin.  I  agree  with  you.  I  don't  mean  to  imply  by  my  ques- 
tions anything  other  than  the  point  that  you  are  making.  But  that 
seems  to  run  somewhat  counter  to  the  influence  that  the  national 
society  could  have  on  an  individual  physician's  decision,  because 
the  individual  physician  believes  that  her  or  she  is  making  a  deci- 
sion in  the  best  interest  of  his  patient. 

Now,  the  national  society  is  saying,  ''Hey,  wait  a  minute.  We 
have  got  to  cut  volume  down  and,  therefore,  we  have  to  change 
some  of  our  thinking." 

Dr.  McGiNTY.  But  one  has  to  assume  that  he  is  an  intelligent 
being,  and  he  has  to  realize  that  the  cost  of  healthcare  in  the 
United  States  is  growing  at  an  unacceptable  rate,  and  that  we  have 
to  do  something  about  it.  If  we  do  it  collectively  as  a  group  of  or- 
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thopedic  surgeons,  we  are  responding  in  a  far  better  way  than  if 
somebody  comes  down  and  says,  "You  must  do  this." 

I  think  that  kind  of  realization  is  there  and  is  increasing. 

Mr.  Cardin.  I  am  very  glad  to  hear  that.  I  think  that  is  exactly 
what  I  would  like  to  see. 

Dr.  Seljeskog.  I  think  it  must  be  emphasized,  though,  that  the 
specialty  societies,  medical  societies,  are  approaching  this  from 
what  is  best  for  the  patient  from  a  medical  perspective,  not  from 
an  economic  volume-control  perspective. 

Bear  in  mind  that  all  of  these  groups  are  professional,  scientific, 
medical  organizations,  not  policing  agencies. 

Mr.  Cardin.  Dr.  Jensen. 

Dr.  Jensen.  I  think  to  the  average  ophthalmologist,  membership 
in  the  academy  is  very  important;  95  percent  belong.  I  think  the 
academy,  through  its  committees,  including  the  Quality  of  Care 
Committee  creating  these  documents,  is  performing  an  educational 
service.  I  think  the  membership  will  respond  to  education  with  con- 
cern about  providing  effective  and  appropriate  care. 

We  have  seen  that  happen  already,  even  through  small  area 
studies  in  New  England  where  physicians  did  respond  they  thought 
they  were  giving  the  best  possible  service.  They  were  presented 
with  other  evidence,  and  they  have  changed  their  practices. 

I  think  it  is  an  educational  process  that  will  be  mostly  through 
the  national  specialty  societies. 

Dr.  Mebust.  One  comment;  as  far  as  your  audits  are  concerned, 
in  coming  up  with  guidelines,  you  must  understand  the  different 
types  of  guidelines.  Not  too  long  ago,  we  were  asked  what  were  the 
indication  for  transurethral  prostatectomy.  These  were  requested 
by  various  State  medical  associations,  Alabama,  New  York  and  so 
on.  And  we  came  up  with  some  what  is  called  implicit  guidelines. 

A  group  of  experts  sat  around  a  table  and  said,  ''These  are  the 
usual  indications,  and  these  are  the  usual  risks."  What  we  are 
doing  now,  and  what  is  so  difficult,  is  to  say  the  guidelines  must  be 
developed  on  basic,  hard  facts  in  the  literature,  in  the  scientific  lit- 
erature. If  it  isn't  there,  so  say. 

So  I  think  that  they  will  look  to  us  for  guidelines  that  will  be 
helpful  to  them  as  they  deal  with  their  problems  in  their  communi- 
ty. Indeed,  there  is  some  regional  variation  from  community  to 
community,  different  health  problems,  different  facilities,  and  so 
on.  And  we  will  have  to  have  guidelines  that  can  fit  most  of  these 
things,  or  else  give  them  some  way  of  having  divergent  viewpoints. 

So  I  think  they  are  going  to  look  to  us. 

Mr.  Cardin.  I  appreciate  the  response.  I  agree.  I  think  the  qual- 
ity of  healthcare  will  be  far  better  if  the  individual  physician  is 
part  of  coming  up  with  a  solution  on  the  volume  issue. 

Thank  you,  Mr.  Chairman. 

Chairman  Stark.  I  want  to  thank  the  panel  very  much  for  their 
contribution.  I  appreciate  you  spending  the  time  with  us  today.  I 
will  be  looking  forward  to  whatever  you  can  send  me,  and  you  can 
indicate  whether  you  would  like  it  for  the  record,  or  just  for  my 
own  edification.  I  would  like  to  share  it  with  my  committee  mem- 
bers. 

I  appreciate,  really,  the  spirit  in  which  you  and  the  societies  you 
represent,  are  working  with  our  committee  and  PhysPRC  to  see 
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whether  we  can  work  out  a  system  here  that  will  work  well  for  all 
of  us. 
Thanks  very  much. 

Our  next  panel  includes  three  witnesses  representing  the  medi- 
cal specialty  societies:  Dr.  Joseph  Boyle,  who  is  the  executive  vice- 
president  of  the  American  Society  of  Internal  Medicine;  Dr.  Wil- 
liam Winters  who  is  the  president  of  the  American  College  of  Car- 
diology; Dr.  Sarkis  Chobanian,  who  is  chairman  of  the  National  Af- 
fairs Committee  of  the  American  College  of  Gastroenterology;  and 
Dr.  Chesley  Hines,  who  is  the  past  president  of  the  College  of  Gas- 
troenterology. 

Please  summarize  or  expand  on  your  testimony  in  the  order  that 
you  are  on  the  witness  list  and  your  names  were  called. 

STATEMENT  OF  JOSEPH  F.  BOYLE,  M.D.,  EXECUTIVE  VICE 
PRESIDENT,  AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE 

Dr.  Boyle.  Thank  you,  Mr.  Chairman.  I  am  Joseph  F.  Boyle, 
M.D.  I  am  the  executive  vice  president  of  the  American  Society  of 
Internal  Medicine.  ASIM  strongly  believes  that  effectiveness  re- 
search and  the  development  of  practice  guidelines  offers  the  best 
approach  to  controlling  volume  in  a  rational  and  appropriate 
manner. 

By  modifying  physician  behavior,  practice  guidelines  can  elimi- 
nate the  provision  of  services  that  are  ineffective  or  of  marginal 
benefit  to  the  patient,  or  less  effective  than  alternative  methods  of 
diagnosis  and  treatment  while  assuring  that  demonstrably  effective 
services  can  be  provided  to  patients  in  this  program. 

We  recognize  that  some  Members  of  Congress  question  whether 
this  is  realistic  and  attainable  goal.  But  we  believe,  so  long  as  the 
mistakes  of  the  past  are  avoided,  and  underline  other  efforts  to 
assure  the  appropriateness  of  medical  services,  practice  guidelines 
will  work. 

In  contrast  to  the  current  system,  which  is  viewed  rightly  by 
many  physicians  as  being  arbitrary,  exclusionary,  secretive  and  ad- 
versarial, practice  guidelines  should  be  developed  and  implemented 
in  a  manner  that  emphasize  cooperation  and  openness  between  the 
profession  and  Government. 

Our  written  statement  presents  a  detailed  plan  of  action  for  such 
cooperative  effort  to  develop,  disseminate  and  link  practice  guide- 
lines to  Medicare  payment  determinations.  I  am  specifically  called 
on  by  national  medical  societies  and  the  AMA  to  continue  to  work 
together  to  assure  that  practice  guidelines  are  developed,  dissemi- 
nated and  implemented  in  a  timely  fashion. 

Within  internal  medicine,  ASIM  recognizes  its  particular  respon- 
sibility for  furthering  the  development  of  practice  guidelines  and 
procedures  provided  by  internists.  Our  society  has  initiated  a 
number  of  activities  to  promote  the  development  of  guidelines  by 
internal  medicine  subspecialties. 

To  cite  one  example,  on  the  9th  and  10th  of  June,  the  Internal 
Medicine  Center  for  the  Advancement  of  Research  and  Education, 
MCARE,  a  nonprofit,  charitable  foundation  established  by  ASIM, 
will  be  hosting  a  medical-practice  guidelines  conference  for  leaders 
of  internal  medicine  subspecialty  societies. 
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This  is  funded,  in  part,  by  a  grant  from  the  new  Agency  for 
Healthcare  Policy  and  Research.  The  conference  will  explain  to 
subspecialties  how  we  can  work  together  with  AHCPAR,  the  AMA 
subspecialties  partnership,  and  other  forums  to  develop  practice 
guidelines.  Through  these  t5^es  of  efforts,  ASIM  will  continue  to 
exercise  its  appropriate  leadership  role  in  assuring  that  internal 
medicine  and  its  subspecialties  develop  practice  guidelines  that  are 
credible  for  practicing  internists  and  useful  to  payers. 

But  we  do  not  ask  Congress  to  simply  accept  this  on  faith  alone. 
We  fully  expect  to  be  held  accountable  to  the  Congress  on  what  in- 
ternal medicine  has  or  has  not  accomplished. 

To  integrate  practice  guidelines  into  Medicare  pa5anent  determi- 
nations, ASIM  recommends  a  process  that  would  one,  identify  ex- 
isting guidelines  that  can  be  used  by  Medicare  without  further 
delay,  the  priority  being  placed  on  high-volume  services  and  proce- 
dures, and  those  experiencing  significant  changes  in  payment 
levels  under  the  new  fee  schedule;  two,  to  require  intensive  efforts 
to  develop  new  guidelines  for  those  categories  of  services;  three,  es- 
tablish a  strategy  for  dissemination  and  physician  education;  four, 
provide  for  public  comment  on  the  process  for  dissemination  of  the 
guidelines,  their  inclusion  in  payment  and  review  procedures,  and 
the  directions  given  to  PRO's  and  carriers; 

Mandate  that  HCFA  provide  adequate  directions  to  PRO's  and 
carriers  in  using  guidelines.  This  would  include  requirement  for 
review  by  the  profession  of  the  proposed  guidelines,  a  realistic  edu- 
cational period  for  the  guidelines  prior  to  their  being  used  for  pay- 
ment, a  defined  time  frame  for  updating  guidelines,  and  explicit  di- 
rections from  HCFA  on  how  to  apply  guidelines  in  payment  deter- 
mination and  patterns  of  practice  review. 

Such  direction  should  specifically  address  how  to  apply  guide- 
lines to  claims  for  service  that,  according  to  the  guidelines,  are 
clearly  appropriate,  those  that  are  clearly  inappropriate,  and  those 
that  are  of  uncertain  appropriateness  at  this  time.  Where  these 
guidelines  present  no  clear  consensus,  it  is  especially  important 
that  physicians  be  contacted  and  that  there  be  a  determined  effort 
made  to  see  to  it  that  the  rationale  provided,  and  physician  behav- 
ior can  or  cannot  be  explained; 

To  require  that  HCFA  provide  ongoing  timely  information  to  the 
medical  profession  on  trends  and  volume  which  would  allow  physi- 
cians to  evaluate  the  effectiveness  of  their  efforts  rather  than  wait- 
ing months  or  years  later  to  begin  this  process. 

This  process  will  allow  practice  guidelines  to  be  integrated  into 
the  Medicare  program  in  a  manner  which  can  bring  significant 
cost  savings,  improve  quality,  and  be  credible  with  physicians  by 
proposing  an  open  and  inclusive  participatory  and  cooperative  ap- 
proach, the  development  and  dissemination  of  practice  guidelines. 

It  suggests  a  method  for  conducting  appropriateness  review  that 
differs  markedly  from  the  current  discredited  review  system. 

We  believe,  Mr.  Chairman,  that  the  Congress  and  this  committee 
can  be  of  substantial  assistance  in  this  process.  We  believe  that  it 
needs  to  be  recognized  up  front  that  if  practice  guidelines,  instead, 
become  just  another  source  of  conflict  between  physicians  and  the 
Medicare  program,  then  this  country  will,  indeed,  have  lost,  per- 
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haps,  the  best  and  maybe  the  last  chance  to  control  the  volume  of 
services  in  a  rationale  and  responsible  way. 

Mr.  Chairman,  members  of  the  committee,  the  American  Society 
of  Internal  Medicine  is  committed  to  expend  our  best  efforts  to 
make  this  process  work. 

Thank  you. 

[The  statement  of  Joseph  F.  Boyle,  M.D.,  follows:] 
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STATEMENT  OF  JOSEPH  F,  BOYLE,  M.D.,  AMERICAN  SOCIETY  OF  INTERNAL 
MEDICINE 

My  name  is  Joseph  F.  Boyle,  MD.  I  am  executive  vice  president  of  the  American  Society 
of  Internal  Medicine. 

The  American  Society  of  Internal  Medicine  (ASIM),  representing  physicians  nationwide 
who  specialize  in  adult  medical  care,  strongly  believes  that  effectiveness  research  and 
the  development  of  practice  guidelines  offers  the  greatest  hope  of  appropriately 
addressing  increases  in  the  volume  of  services  provided  to  Medicare  beneficiaries. 
Especially  given  the  advent  of  Medicare  volume  performance  standards,  it  is  incumbent 
on  the  medical  profession—in  cooperation  with  the  Department  of  Health  and  Human 
Services— to  find  a  way  to  moderate  the  growth  in  volume  without  compromising  the 
quality  and  availability  of  care.  Effectiveness  research  and  practice  guidelines  offer  a 
means  of  accomplishing  this  objective. 

Effectiveness  research  means  conducting  scientific  studies  and  analyses  to  determine 
which  methods  of  diagnosis  and  treatment  work  best  in  finding  out  what  is  wrong  with  a 
patient  and  bringing  about  a  beneficial  outcome  in  the  most  efficient  manner. 
Development  of  practice  guidelines  means  translating  this  research  into  useful  and 
credible  information  that  physicians  and  payers  can  use  to  assess  which  services  are 
appropriate,  inappropriate,  or  of  uncertain  value  in  diagnosing  or  treating  a  particular 
condition.  The  ultimate  goal  is  to  modify  physician  behavior  to  eliminate  the  provision 
of  services  that  are  ineffective,  or  are  of  marginal  benefit  to  the  patient,  or  are  less 
effective  than  alternative  methods  of  diagnosis  and  treatment— while  assuring  that 
demonstrably  effective  services  can  be  provided  to  patients  and  be  reimbursed  by  the 
program. 

ASIM  recognizes  that  some  members  of  Congress  question  whether  this  is  a  realistic  and 
attainable  goal.  They  question  whether  practice  guidelines  can  be  developed  and 
implemented  soon  enough  to  have  an  impact  on  costs  in  the  near  future.  They  question 
whether  physicians  will  in  fact  change  their  behavior.  They  question  whether  the 
profession  really  is  committed  to  developing  guidelines.  And  they  question  whether 
physicians  will  resist  having  practice  guidelines  tied  to  Medicare  payment 
determinations. 

But  ASIM  strongly  believes  that  these  concerns,  although  understandable,  will  prove  to  be 
unfounded.  As  long  as  every  effort  is  made  to  avoid  the  mistakes  that  have  undermined 
other  efforts  to  assure  the  appropriateness  of  medical  services,  ASIM  is  confident  that 
practice  guidelines  will  work.  The  medical  profession  will  develop  appropriate 
guidelines,  individual  physicians  will  modify  their  behavior  based  on  those  guidelines,  and 
physicians  will  accept  having  the  guidelines  linked  to  payments.  Guidelines  already 
developed  by  the  American  College  of  Cardiology  on  pacemaker  implants  demonstrate 
the  cost  saving  potential  of  practice  guidelines:  the  number  of  implants  has  been 
reduced  by  25  percent,  with  total  Medicare  savings  of  $750  million,  over  a  four  year 
period.  But  in  order  for  all  this  to  happen,  it  is  essential  that  we  not  replicate  the 
problems  inherent  in  the  existing  medical  review  system. 

The  current  review  process  lacks  credibility  with  most  physicians.  It  lacks  credibility 
because  instead  of  involving  practicing  physicians  in  the  development  of  review  criteria, 
the  medical  community  is  consciously  left  out  of  the  process.  It  lacks  credibility  because 
instead  of  basing  review  criteria  on  the  best  scientific  evidence  available,  it  is  instead 
based  on  the  questionable  judgments  of  a  few  employees  of  a  carrier  or  PRO.  It  lacks 
credibility  because  the  process  is  oriented  towards  denying  payments  for  claims,  rather 
than  modifying  physician  behavior  so  that  the  services  are  not  provided  in  the  first 
place.  It  lacks  credibility  because  instead  of  sharing  review  criteria  with  physicians  and 
the  public,  utilization  review  screens  are  kept  secret.  It  lacks  credibility  because  there 
is  a  lack  of  consistent  direction  from  HCFA  to  carriers  and  PROs  on  how  medical  review 
should  be  conducted.  It  lacks  credibility  because  too  often  review  criteria  are  used  to 
deny  claims  in  an  arbitrary  manner  that  seems  designed  more  to  save  money  then  to 
assure  that  the  care  rendered  was  appropriate.  Is  it  any  wonder  then  that  a  system  that 
most  physicians  view  (rightly)  as  being  secretive,  adversarial,  inconsistent,  arbitrary, 
unscientific  and  exclusionary  is  not  working  well  for  the  Medicare  program,  physicians, 
or  beneficiaries? 

ASIM  believes  that  the  new  national  effort  to  develop  practice  guidelines  offers  an 
opportunity  to  implement  a  better  system  of  appropriateness  review.  We  have  developed 
several  specific  recommendations  that,  if  accepted  by  the  profession  and  policymakers, 
would  allow  practice  guidelines  to  be  developed  and  implemented  in  a  manner  that  would 
have  the  intended  effect  of  modifying  physician  practices,  and  by  doing  so,  reducing 
costs.  The  recommendations  discuss  the  responsibilities  of  ASIM  and  other  professional 
societies  in  furthering  the  development,  dissemination,  and  acceptance  of  practice 
guidelines,  as  well  as  the  responsibilities  of  HHS  in  assuring  that  guidelines  are 
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implemented  for  payment  determination  purposes  in  the  fairest  and  most  effective 
manner  possible. 

Recommendations  on  Development  and  Implementation  of  Practice  guidelines 

1.  Medical  specialty  societies  should  continue  to  work  together  in  a  coordinated  effort 
to  assure  that  practice  guidelines  are  developed  and  implemented  in  a  timely  and 
credible  manner.  This  effort  should  include  the  identification  of  principles  and  attributes 
to  guide  the  development  of  guidelines,  establishing  priorities  for  such  development, 
endorsing  acceptable  practice  guidelines,  promoting  the  use  of  guidelines,  and 
adjudicating  differences  between  sets  of  guidelines. 

ASIM  and  14  other  national  medical  specialties  societies  have  joined  with  the  American 
Medical  Association  (AMA)  in  a  Practice  Parameters  Partnership  to  accomplish  each  of 
the  purposes  described  in  this  recommendation.    Each  of  the  members  of  the 
partnership,  as  well  as  several  dozen  other  organizations  participating  in  a  broader 
"forum"  on  practice  guidelines  convened  by  the  AMA,  will  work  together  to  assure  that 
guidelines  are  developed,  disseminated,  and  implemented  in  a  timely  and  effective 
manner.  The  partnership  has  already  had  a  number  of  important  accomplishments, 
including  agreement  on  a  mission  statement  encompassing  these  purposes,  consensus  on  a 
set  of  attributes  that  describe  how  guidelines  should  be  developed  and  presented,  and 
approval  of  a  cooperative  arrangement  with  the  Rand  Corporation  and  several  university 
medical  centers  that  will  result  in  the  development  of  appropriateness  criteria.  The 
academic  medical  center  consortium  and  Rand  will  conduct  research  and  develop 
appropriateness  criteria.  The  criteria  will  then  be  tested  in  the  medical  centers  and  the 
results  analyzed  by  Rand,  with  the  AMA/Specialties  Partnership  and  Forum  serving  in  an 
advisory  capacity.  Finally,  through  the  Partnership  and  Forum,  practice  guidelines  based 
on  the  appropriateness  criteria  will  be  developed,  disseminated,  updated,  and  assessed. 


2.  Within  internal  medicine,  ASIM  recognizes  its  particular  responsibility  for  furthering 
the  development  of  practice  guidelines  for  services  and  procedures  provided  by 
internists,  for  working  with  internal  medicine  subspecialty  societies  in  support  of  this 
objective,  for  educating  internist-leaders  on  the  role  of  the  new  Agency  for  Health  Care 
Policy  and  Research  (AHCPAR),  for  assuring  that  practicing  internists  are  represented  in 
all  applicable  guideline  development  activities,  and  for  defining  how  guidelines  can  most 
appropriately  and  effectively  be  linked  to  payment  determinations. 

Since  ASIM  believes  that  the  specialty  of  internal  medicine  must  be  accountable  for 
increases  in  the  volume  of  services  provided  by  internists,  we  have  initiated  several 
activities  to  assure  that,  as  a  specialty,  internal  medicine  is  able  to  meet  this  obligation. 

As  a  founding  member  of  the  Coordinating  Committee  on  Physician  Payment  Reform,  a 
free-standing  committee  consisting  of  ASIM  and  10  internal  medicine  subspecialty 
societies  that  works  on  achieving  consensus  on  key  payment-related  issues  affecting 
internal  medicine,  ASIM  placed  the  issue  of  guideline  development  on  the  committee's 
agenda.  The  result  was  agreement  on  principles  that  included  support  for  development  of 
guidelines  by  specialty  and  subspecialty  societies  in  order  to  maintain  and  improve 
quality  and  to  help  ensure  that  services  reimbursed  by  the  government  and  other  payers 
are  appropriate,  endorsement  of  the  activities  of  the  AMA/Specialties  Partnership,  and  a 
request  that  the  Partnership  develop  a  mechanism  to  resolve  potential  disagreements 
between  sets  of  guidelines.  The  AMA  partnership  subsequently  agreed  to  such  a 
mechanism. 

The  Internal  Medicine  Center  for  the  Advancement  of  Research  and  Education 
(IMCARE),  a  non-profit,  charitable  foundation  established  by  ASIM,  will  be  sponsoring  a 
conference  on  medical  practice  guidelines  on  June  8-9  in  Washington,  D.C.  The 
conference,  which  will  be  partly  funded  by  a  grant  from  AHCPAR,  is  designed  to  educate 
the  leaders  of  internal  medicine  subspecialty  societies  on  AHCPAR's  plans  to  promote 
outcomes  research  and  practice  guidelines,  and  how  internal  medicine  subspecialties  can 
participate  in  guideline  development  through  AHCPAR,  the  AMA/Specialties 
Partnership,  and  other  mechanisms. 

Other  activities  recently  initiated  by  ASIM  include  two  issues  of  our  national  magazine. 
The  Internist:  Health  Policy  in  Practice,  that  looked  at  practice  guidelines  in  practice 
(actual  examples  of  practice  guidelines  that  are  already  in  use),  and  where  the  volume  of 
services  is  increasing— and  why.  Practice  guidelines  have  also  been  the  topics  of  several 
recent  national  meetings  of  ASIM.  The  Society  has  also  met  with  the  administrator  of 
AHCPAR,  Jarett  Clinton,  MD,  and  the  Director  of  AHCPAR's  Forum  for  Quality  and 
Effectiveness  in  Health  Care,  Steven  King,  MD,  to  discuss  ASlM's  perspectives  on  the 
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role  of  the  agency,  and  particularly,  the  importance  of  involving  practicing  internists  in 
any  guideline  development  activities. 

Through  these  kinds  of  efforts,  ASIM  will  continue  to  exercise  a  leadership  role  in 
assuring  that  internal  medicine  and  its  sutjspecialties  develops  practice  guidelines  that 
are  credible  to  practicing  internists  and  useful  to  payers.  But  we  do  not  ask  Congress  to 
simply  accept  this  on  faith  alone.  ASIM  fully  expects  to  be  held  accountable  to  the 
Congress  on  what  internal  medicine  has— or  has  not— accomplished. 

ASIM  is  also  particularly  interested  in  the  issue  of  how  guidelines  should  be  linked  to 
payment.  As  the  first  medical  organization  to  support  the  need  for  guidelines  to  be  used 
in  payment  determinations,  we  have  a  particular  stake  in  showing  Congress  and  other 
medical  organizations  that  this  can  be  done  in  an  effective,  fair,  and  rational  manner. 
The  remainder  of  our  recommendations  discuss  how  this  can— and  should— be  done. 

3.  AHCPAR  should  review  existing  guidelines  to  determine  those  that  are  scientifically 
valid,  have  the  attributes  of  properly  constructed  guidelines  and  which  are  likely  to  have 
the  greatest  impact  on  reducing  costs. 

Of  the  several  hundred  sets  of  practice  guidelines  that  have  already  been  published  by 
specialty  societies,  researchers,  and  others,  it  is  likely  that  some  of  them  could  be 
integrated  into  Medicare  payment  determinations  without  much  further  delay. 
Consequently,  it  is  not  necessary  to  wait  until  new  guidelines  are  developed  to  begin 
using  practicing  guidelines  in  Medicare  payment  determinations.  AHCPAR,  in 
cooperation  with  the  AMA  and  specialty  societies,  should  be  charged  with  identifying 
which  of  the  existing  sets  of  guidelines  could  be  used  for  this  purpose. 

In  order  to  make  this  a  manageable  task,  however,  AHCPAR  should  screen  out  from 
consideration  any  guidelines  that  do  not  meet  the  attributes  for  credible  guidelines 
recently  developed  by  the  agency,  or  that  cannot  be  readily  made  to  fit  within  those 
attributes.  In  addition,  AHCPAR  should  have  some  additional  criteria  for  selecting 
existing  guidelines  that  would  be  suitable  for  payment  determinations. 

One  criterion  would  be  to  select  existing  guidelines  that  address  those  procedures  that 
will  experience  the  greatest  increases  or  decreases  in  payment  under  the  new  Medicare 
fee  schedule  or  that  had  the  highest  rate  of  growth  in  volume  in  recent  years. 
Procedural  guidelines  may  be  more  easily  incorporated  into  payment  and  review 
processes,  because  there  are  fewer  and  clearer  indications  for  determining  whether  a 
procedure  is  appropriate  or  potentially  effective.  AHCPAR  should  evaluate  the 
incorporation  of  procedural  guidelines  into  payment  and  review  processes  before 
proceeding  with  the  identification  and/or  development  of  guidelines  for  conditions  or 
diseases,  since  these  will  likely  be  less  definitive  than  procedural  guidelines  and  their  use 
by  PROs  and  carriers  more  problematic.  By  concentrating  on  the  highest  growth 
procedures  and  services  experiencing  the  greatest  increases  or  decreases  in  payment 
under  the  new  fee  schedule,  guidelines  are  likely  to  have  the  greatest  immediate  impact 
on  physician  behavior  and  Medicare  expenditures. 

4.  AHCPAR  should  support  the  development  of  new  practice  guidelines  for  high  volume 
services  and  procedures. 

The  OBRA  '89  mandate  that  AHCPAR  develop  at  least  three  sets  of  practice  guidelines 
should  be  viewed  as  only  an  initial  step  toward  developing  guidelines  for  most  of  the 
highest  volume  service  and  procedures  reimbursed  by  Medicare.  Using  some  of  the  same 
criteria  discussed  above,  AHCPAR  should  facilitate  the  development  of  additional  sets  of 
guidelines.  To  the  extent  possible,  AHCPAR  should  consider  accepting  appropriate 
guidelines  under  development  by  the  AMA/Specialties  Partnership  and  Forum  or  other 
medical  groups. 

5.  AHCPAR  should  work  with  specialty  societies  and  the  A.MA  on  a  strategy  for 
publishing  and  disseminating  any  guidelines  selected  by  the  agency. 

Practice  guidelines  will  effectively  modify  physician  behavior  if  physicians  are  given 
adequate,  advance  notice  to  change  their  practice  patterns  and  if  the  guidelines  are 
widely  disseminated  to  the  medical  community.  The  medical  profession  is  willing,  and 
should  take  some  responsibility,  to  publicize  the  guidelines.  HCFA  and  AHCPAR  should 
work  with  the  AMA,  ASIM,  other  medical  specialty  societies  and  state  medical  societies 
to  develop  a  system  whereby  guidelines  are  provided  to  physicians  through  publication  in 
peer-reviewed  medical  journals  and  presented  by  respected  physicians  in  the  guidelines 
particular  subject  area  through  person-to-person  educational  forums. 
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6.  In  order  for  the  practice  guidelines  developed  or  selected  by  AHCPAR  to  affect 
medical  practice,  there  must  be  established  a  method  of  communication  between 
AHCPAR  and  the  agency  responsible  for  payment  and  review  policy,  the  Health  Care 
Financing  Administration  (HCFA).  AHCPAR  and  HCFA  should  enter  into  a  memorandum 
of  understanding  concerning  lini<age  of  practice  guidelines  to  payment  and  review 
procedures. 

ASIM  is  concerned  that  although  it  is  generally  accepted  that  the  practice  guidelines 
developed  by  AHCPAR  will  be  used  by  HCFA  for  carrier  and  PRO  determinations,  there 
appears  to  be  no  formal  understanding  between  the  two  agencies  on  their  respective 
roles.  Rather  than  waiting  until  the  guidelines  are  completed  to  develop  such  an 
understanding,  ASIM  believes  that  it  would  be  preferable  to  develop  a  memorandum  of 
understanding  between  the  two  agencies  from  the  beginning.  Such  memorandum  would: 

-  direct  AHCPAR  to  make  recommendations  to  HCFA's  appropriate  divisions  (Health 
Standards  Quality  Bureau  and  Bureau  of  Program  Operations)  with  jurisdiction  over 
carrier  and  PRO  operations  concerning  incorporation  of  guidelines  into  payment  and 
review  processes. 

-  direct  these  HCFA  divisions  to  draft  procedures  for  incorporation  of  guidelines  into 
payment  and  review  criteria. 

-  direct  that  this  draft  be  reviewed  by  the  AHCPAR  Advisory  Council  and  a  new 
Phj^ieians'  Advisory  Council  at  HCFA.  This  Physicians'  Advisory  Council  is  one  element 
of  HR  4475,  introduced  by  Congressman  J.  Roy  Rowland,  that  would  mandate 
establishment  of  a  body  of  practicing  physicians  to  review  regulations  and  policy 
affecting  physicians  prior  to  their  implementation. 

7.  Once  the  procedures  for  incorporating  practice  guidelines  into  payment  and  review 
criteria  are  drafted,  the  Department  of  Health  and  Human  Services  should  publish  a 
notice  in  the  Federal  Register  describing  the  process  for  dissemination  of  the  guidelines, 
their  inclusion  in  payment  and  review  procedures  and  the  directions  given  to  PROs  and 
carriers  for  carrying  out  this  policy. 

It  is  essential  that  the  medical  profession  and  the  public  have  an  opportunity  to  comment 
on  HHS'  plans  to  incorporate  practice  guidelines  in  payment  determinations.  An  open 
process  would  assure  that  the  plans  are  appropriate  and  would  be  effective  in  modifying 
physician  behavior  to  reduce  the  use  of  procedures  and  services  found  to  be  ineffective. 
Secret  understandings  within  the  agency  that  are  not  published  for  public  review  and 
comment  would  undermine  the  credibility  of  the  program. 

8.  HCFA  must  provide  adequate  direction  to  PROs  and  carriers  in  using  the  practice 
guidelines.  Otherwise,  the  result  may  be  a  patchwork  of  guideline  applications  leaving 
the  review  and  payment  process  no  better  off  than  it  is  now. 

For  example,  the  American  College  of  Cardiology  has  found  that,  even  as  their  practice 
guidelines  for  cardiac  pacemakers  have  been  incorporated  into  a  national  program  like 
Medicare,  they  are  used  differently  state  by  state  by  both  carriers  and  PROs.  This  has 
been  a  problem  with  ACC's  so-called  Class  II  guidelines,  which  refer  to  those 
circumstances  in  which  there  is  no  clear  indication  that  a  pacemaker  is  appropriate  or 
inappropriate.  PROs  in  particular  have  used  these  Class  II  guidelines  in  whatever  way 
they  chose. 

To  that  end,  HCFA  should: 

-  direct  carriers  and  PROs  to  review  their  existing  payment  and  review  criteria  and, 
where  they  conflict  with  the  practice  guidelines,  revise  them  accordingly. 

-  direct  PROs  and  carriers  to  notify  the  medical  community  in  their  states  of  the  date  on 
which  when  they  intend  to  begin  using  the  practice  guidelines  in  their  decisions.  A 
realistic  educational  period  (e.g.  six  months  from  publication  of  the  actual  guidelines 
that  will  be  incorporated  in  the  review  process)  should  be  allowed  before  the  guidelines 
are  linked  to  payment  determinations. 

-  direct  PROs  and  carriers,  before  such  incorporation,  to  establish  a  reasonable  -  60  to  90 
days  -  period  for  physicians  to  comment  on  the  plan  and  suggest  appropriate  screens  to 
conform  with  the  guidelines. 

-  direct  carriers  and  PROs  to  establish  formal  mechanisms  to  involve  the  medical 
community  in  developing  appropriate  screens  that  detect  aberrant  practice  patterns 
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according  to  the  guidelines. 

-  direct  carriers  and  PROs  to  make  the  screens  available  to  the  public. 

9.  Carriers  and  PROs  should  be  given  explicit  direction  from  HCFA  on  how  to  apply 
guidelines  to  payment  determinations.  Such  direction  should  specifically  address  how  to 
apply  guidelines  to  claims  for  services  that,  according  to  the  guidelines,  are  clearly 
appropriate,  clearly  inappropriate,  or  of  uncertain  appropriateness. 

Properly  crafted  guidelines  will  classify  procedures  or  services  according  to  whether  they 
are  clearly  appropriate,  clearly  inappropriate  or  fall  within  general  circumstances  for 
which  there  is  no  clear  medical  consensus  on  the  appropriateness  of  a  procedure  or 
service.  ASIM  believes  that  HCFA  should  require  carriers  to  apply  such  guidelines  to 
payment  determinations  in  the  following  manner: 

-Carriers  should  automatically  pay  for,  and  PROs  should  not  question  the  necessity  of 
those  services  and  procedures  deemed  clearly  appropriate  by  the  practice  guidelines. 

Physicians  and  patients  should  not  have  to  deal  with  the  "hassle"  of  aslting  for  appeals 
and  reconsiderations  on  claims  for  services  that  clearly  are  medically  appropriate,  based 
on  the  best  scientific  evidence  available. 

-Carriers  and  PROs  should  automatically  presume  that  a  service  or  procedure  that  is 
designated  as  being  clearly  inappropriate  by  the  practice  guidelines  is  medically 
unnecessary,  unless  the  physician  has  provided  some  acceptable  explanation  (with 
reasonable  supporting  documentation)  to  support  deviation  from  the  guidelines.  In  such 
instances,  however,  the  burden  of  proof  would  clearly  fall  on  the  physician  in  order  for 
the  claim  to  be  paid. 

-When  practice  guidelines  indicate  there  may  be  differences  in  their  application  under 
certain  circumstances,  or  that  there  is  a  lack  of  consensus  on  appropriateness,  carriers 
and  reviewers  must  be  explicitly  instructed  by  HCFA  to  consider  these  variables  in  their 
decisionmaking.  Under  such  circumstances,  PROs  and  carriers  must  allow  physicians  to 
deviate  from  the  guidelines  for  good  cause,  provide  physicians  and  their  patients  the 
right  of  appeal  and  due  process  in  negative  determinations,  and  be  prohibited  from 
labelling  physicians  substandard  care  providers  for  deviating  from  guidelines  for  good 
cause.  Carriers  and  PROs  should  be  prohibited  from  making  negative  determinations  in 
such  instances  until  they  have  contacted  the  physician  and  advised  him  or  her  on  what 
information  or  supporting  documentation  is  necessary  for  a  determination  on 
appropriateness  to  be  reached. 

-If  a  claim  for  services  falls  within  a  "grey"  area  under  a  practice  guideline  (i.e.  it  is 
unclear  by  the  guideline  whether  the  service  was  appropriate  or  not),  the  carrier  should 
confer  with  the  physician  and  PRO  or  other  appropriate  peer  review  entity.  This  would 
allow  qualified  peer  physicians  to  make  a  judgment  on  appropriateness,  rather  than 
allowing  this  decisions  to  be  made  L»y  unqualified  carrier  review  staff,  and  prevent  the 
possibility  that  payment  would  be  initially  denied  for  indications  ultimately  deemed 
medically  necessary. 

-If  guidelines  for  conditions  or  diseases  are  to  be  used  by  carriers  and  physician  PROs, 
HCFA  must  direct  them  to  allow  for  a  patient's  overall  condition  and  age  and  other 
factors  such  as  the  physician's  background  and  experience.  For  example,  a  new  resident 
physician  with  a  subspecialty  orientation  may  approach  a  condition  differently,  consult 
with  more  colleagues,  use  technology  in  a  manner  different  from  an  older,  more 
experienced  general  internist  who  might  do  fewer  consults  and  order  fewer  tests. 
Neither  approach  is  bad  or  inappropriate  medicine  per  se  and  the  carrier  and  PRO  should 
recognize  this. 

10.  When  practice  guidelines  are  used  for  patterns  of  care  review,  instead  of  claim  by 
claim  determinations,  PROs  and  carriers  should  be  given  specific  direction  on  how  to 
deal  with  physicians  whose  practice  patterns  are  "outliers". 

Specifically,  once  a  physician  is  identified  as  an  "outlier"  (i.e.,  as  practicing  outside  the 
guidelines  norm  for  acceptable  care),  the  carrier  or  PRO  should  adhere  to  the  following: 

-  the  physician  should  be  given  an  opportunity  to  respond  and  explain  the  difference  in 
practice  patterns. 

-  if  the  explanation  is  unsatisfactory,  closer  review  may  be  performed  on  his  or  her 
office  record  to  determine  whether  the  aberration  is  warranted. 
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-  if  the  physician  is  found  to  consistently  abridge  the  guidelines,  he  or  she  should  be  given 
an  opportunity  to  correct  that  practice  through  education. 

-  however,  if  problems  persist,  then  the  carrier  or  PRO  should  resort  to  pursuing  denials 
and/or  other  sanctions. 

11.  HCFA  should  require  PROs  and  carriers  to  review  and  revise  their  use  of  practice 
guidelines  according  to  the  schedule  by  which  such  guidelines  themselves  are  reviewed 
and  revised.  Thus,  any  time  such  guidelines  undergo  review  and  revision,  carriers  and 
PROs  should  assess  their  own  payment  and  review  procedures  that  use  the  guidelines, 
publicize  proposed  revisions,  and  give  the  medical  community  opportunity  to  comment  on 
their  revised  plan  before  any  changes  are  incorporated  into  the  carrier  or  PRO  program. 

This  process  would  assure  that  the  guidelines  used  for  payment  purposes  remain  current 
with  changes  in  the  scientific  basis  and  consensus  underlying  the  guideline.  "Static" 
guidelines  that  do  not  keep  pace  with  innovation  will  rapidly  lose  credibility  with 
physicians. 

12.  HCFA  should  provide  ongoing  timely  information  to  the  medical  profession  on  trends 
in  the  volume  of  services  for  which  guidelines  have  been  developed  and  implemented. 
This  would  allow  physicians  to  evaluate  the  effectiveness  of  their  efforts  as  soon  as  data 
is  available,  rather  than  months  or  years  later.  Intensified  educational  efforts  could  then 
be  initiated  if  the  guidelines  are  not  having  the  desired  impact  on  physician  practice 
patterns. 

Conclusion 

The  process  outlined  in  today's  testimony  would  allow  practice  guidelines  to  be 
integrated  into  the  Medicare  program  in  a  manner  that  can  bring  significant  cost  savings, 
improve  the  quality  of  medical  care,  and  be  credible  with  physicians.  By  outlining  an 
open,  inclusive,  participatory,  and  cooperative  approach  for  the  identification, 
development,  and  dissemination  of  guidelines,  it  suggests  a  method  for  conducting 
appropriateness  review  that  differs  markedly  from  the  current,  discredited  review 
system. 

Congress  and  the  administration  have  nothing  to  fear  from  inviting  physicians  to 
participate  in  the  process.  Given  adequate  opportunity  for  involvement  at  all  stages, 
from  initial  development  to  linking  guidelines  to  payment  at  the  carrier  and  PRO  level, 
the  medical  profession  will  stand  behind  the  guidelines.    We  will  support  the  right  of 
carriers  and  PROs  to  deny  payments  for  services  based  on  guidelines  that  the  profession 
has  had  a  voice  in  developing  and  implementing.  We  will  also  support  appropriate 
sanctions  against  physicians  whose  practice  patterns  repeatedly  deviate  from  such 
guidelines.  But  applied  in  the  manner  described  in  this  testimony,  physicians  who  truly 
are  providing  their  patients  with  only  the  care  that  is  of  benefit  to  them  will  also  have 
nothing  to  fear.  They  will  have  ample  opportunity  to  review  the  guidelines,  to  modify 
their  practice  patterns,  and  to  deviate  from  the  guidelines  when  valid  reasons  exist. 

ASIM  calls  on  this  committee  to  use  its  influence  to  bring  about  such  a  cooperative 
effort  between  physicians  and  government.  But  if  implementation  of  practice  guidelines 
instead  becomes  just  another  source  of  conflict  between  physicians  and  the  Medicare 
program,  then  this  country  will  have  lost  perhaps  its  last,  best  chance  to  control  the 
volume  of  services  in  a  rational  and  responsible  way.  For  this  reason,  ASIM  will  do 
everything  it  can  to  make  this  effort  work.  We  call  on  Congress  and  the  administration 
to  do  the  same.  We  are  truly  committed  to  make  this  process  work. 
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Chairman  Stark.  Thank  you,  Doctor. 
Dr.  Winters. 

STATEMENT  OF  WILLIAM  L.  WINTERS,  JR.,  M.D.,  F.A.C.C.,  HOUS- 
TON, TEX.,  PRESIDENT,  AMERICAN  COLLEGE  OF  CARDIOLOGY 

Dr.  Winters.  Thank  you,  Mr.  Chairman.  My  name  is  William  L. 
Winters,  Jr.,  president  of  the  American  College  of  Cardiology  and  a 
practicing  cardiologist  for  over  three  decades.  The  college  is  an 
18,000  member,  nonprofit  professional  medical  organization  and 
teaching  institution  whose  purpose  is  foster  optimal  cardiovascular 
care  and  disease  prevention  through  professional  education,  promo- 
tion of  research  and  leadership  in  the  development  of  standards 
and  formulation  of  health  care  policy. 

Thank  you  for  the  opportunity  to  offer  the  views  of  the  college  to 
the  subcommittee  as  you  begin  to  examine  the  subject  of  volume  of 
Medicare  physician  services.  Our  primary  message  to  the  commit- 
tee, which  I  underscore  from  the  start,  is  that  an  increase  in  the 
volume  of  cardiovascular  services  is  to  be  expected. 

In  fact,  I  believe  the  members  of  this  committee  and  the  college 
are  both  aware  of  the  same  Medicare  data  that  show  considerable 
growth  and  delivery  of  certain  cardiovascular  specialty  services  to 
Medicare  beneficiaries.  That  is  the  reason  we  are  all  here  today. 
Please  consider  our  testimony  as  an  indication  of  our  willingness 
and  desire  to  work  with  the  Congress  on  this  issue  for  the  benefit 
of  Medicare  beneficiaries. 

My  comments  will  focus  on  current  and  emerging  therapeutic 
and  diagnostic  technologies  which  allow  effective  treatment  of  car- 
diovascular disease  in  the  elderly  population  and  contribute  to 
growth  in  the  volume  of  Medicare  services. 

To  put  this  discussion  in  the  proper  context,  let  me  highlight  a 
few  statistics.  The  changing  demographics  of  the  U.S.  population  is 
a  major  force  leading  to  increased  demand  for  cardiovascular  serv- 
ices. The  American  Heart  Association  has  estimated  that  67  mil- 
lion Americans  suffer  from  cardiovascular  disease.  Of  these,  ap- 
proximately 18  million  are  over  the  age  of  65  years,  more  than  56 
percent  of  the  Medicare  population. 

The  greying  of  America  occurs  with  a  concomitant  increase  in 
the  incidence  of  heart  disease  primarily  attributable  to  the  in- 
creased prevalence  of  atherosclerosis,  a  narrowing  of  the  arteries 
due  to  deposits  containing  cholesterol  within  the  arterial  walls,  and 
hypertension  developing  with  increased  age. 

Therapeutic  advances  account  for  a  major  portion  of  the  decline 
in  morbidity  and  mortality  rates  for  cardiovascular  disease  at  all 
ages.  For  example,  the  surgical  reopening  of  blocked  arteries  can 
be  accomplished  in  the  elderly  with  a  risk-benefit  ratio  similar  to 
that  in  much  younger  patients. 

Similarly,  the  ability  to  save  heart  muscle  has  resulted  in  people 
living  longer.  Mortality  in  the  coronary  care  units  has  declined 
from  20  percent  in  1970  to  7  percent  in  1990  due  to  these  technolog- 
ical advances,  enabling  people  who  have  suffered  heart  attacks  to 
return  to  productive  lives.  Thus,  technological  advances  account  for 
some  of  the  increase  in  volume  of  Medicare  services. 
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On  the  other  hand,  new  technologies  sometimes  displace  current 
procedures.  Whenever  we  are  able  to  prevent  a  heart  attack,  we 
can  decrease  the  need  for  expensive  hospitalization.  New  technol- 
ogies now  allow  us  to  shorten  the  length  of  the  hospital  stay  for 
such  diagnoses  as  heart  attacks  and  congestive  heart  failure. 

These  developments  lead  to  eliminating,  or  at  least  forestalling, 
the  need  to  initiate  so-called  end-stage  therapies  used  to  support 
those  with  very  damaged  hearts.  Cardiac  surgery  will  still  be  effec- 
tive in  improving  quality  and  duration  of  life  for  many  patients. 
Generally  speaking,  the  more  advanced  the  coronary  atherosclero- 
sis, or  hardening  of  the  arteries,  in  terms  of  extent  of  disease  and 
heart-muscle  damage,  the  more  effective  surgical  repair  becomes  as 
compared  to  other  treatments. 

Scientific  progress  has  moved  transplantation  from  the  realm  of 
the  experimental  to  the  practical.  Perhaps  nowhere  in  medicine 
are  the  results  of  therapy  so  dramatic.  A  remarkable  array  of  car- 
diovascular drugs  are  available  to  treat  hypertension,  coronary 
heart  disease,  and  congestive  heart  failure,  contributing  to  a  con- 
tinuing decline  in  the  death  rate  and  disability  from  cardiovascular 
disease. 

Effective  therapy  to  treat  cardiac  disease  in  the  elderly  popula- 
tion has  been  made  possible  by  significant  advances  in  diagnostic 
techniques.  Noninvasive  diagnostic  imaging  techniques  benefit  ev- 
eryone because  they  are  virtually  risk-free  and  provide  information 
previously  unavailable  or  available  only  by  invasive  procedures. 
Most  prominent  among  these  are  cardiac  ultrasound,  radionuclide 
studies,  and  magnetic  resonance  imaging. 

Medical  services  that  utilize  beneficial  technology,  those  which 
are  both  effective  and  appropriate,  are  an  asset,  not  a  liability  to 
the  Medicare  program.  Society's  challenge  is  to  spend  its  resources 
wisely  and  in  a  manner  that  best  addresses  the  well  being  of  those 
in  need. 

Cardiovascular  physicians  recognize  this  goal  and  strive  to  con- 
strain the  use  of  therapies  when  it  is  clear  that  their  value  is  limit- 
ed. These  judgments  must  be  made  within  the  bounds  of  the  doc- 
tor's legal  and  ethical  responsibilities.  The  college  deplores  the 
overuse,  underuse,  or  misuse  of  cardiovascular  specialty  services 
and  devotes  itself  to  several  activities  which  help  to  ensure  that 
the  growth  in  the  volume  of  cardiovascular  services  is  appropriate. 

These  activities  include  continuing  medical  education,  formula- 
tion of  practice  guidelines,  deliberation  of  ethical  principles,  and 
the  encouragement  of  preventive  medicine. 

Just  last  week,  Mr.  Chairman,  Dr.  Richard  Popp  came  before  you 
and  discussed  in  detail  the  range  of  educational  offerings  provided 
by  the  college.  Our  primary  concern  is  that  medical  services  are 
provided  to  patients  effectively,  competently  and  in  a  timely  fash- 
ion. 

Over  the  past  10  years,  we  have  worked  with  the  American 
Heart  Association  to  develop  and  promulgate  clinical  practice 
guidelines  for  such  diverse  technologies  as  coronary  angiography, 
stress  testing,  ambulatory  ECG  monitoring,  coronary  angioplasty, 
pacemaker  implantation,  more  recently,  the  treatment  of  heart  at- 
tacks. 
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These  guidelines  are  intended  to  influence  medical  practice  in  a 
positive  and  cost-effective  manner.  In  fact,  extensive  reviews  dem- 
onstrate that  explicit  and  well-defined  criteria  can  have  a  major 
impact  on  the  appropriateness  of  care.  For  example,  the  pacemaker 
guidelines  developed  by  the  college  and  the  American  Heart  Asso- 
ciation have  contributed  to  a  decrease  of  28  percent  in  the  number 
of  pacemakers  implanted  between  1983  and  1986. 

More  recent  data  indicate  that  the  inappropriate  use  of  pacemak- 
ers has  all  but  disappeared.  This  appears  to  be  a  good  example  of 
the  private  and  public  sectors  working  in  concert. 

Presently,  in  conjunction  with  the  American  Heart  Association 
and  the  American  College  of  Physicians,  we  are  developing  guide- 
lines for  the  credentialing  of  physicians  at  the  local  level.  These 
guidelines  will  be  used  by  local  hospitals  and  other  health  care  or- 
ganizations to  facilitate  assessments  of  physician  competence 
during  the  credentialing  and  reappointment  process. 

We  are  also  involved  in  effectiveness  research  through  the  devel- 
opment of  an  angioplasty  data  base  project  to  monitor  national 
trends  and  outcomes  of  this  procedure.  We  are  a  staunch  supporter 
of  the  funding  of  cardiovascular  research  under  the  auspices  of  the 
National  Heart,  Lung  and  Blood  Institute,  believing  that  clinical 
trials  provide  the  most  valuable  information  concerning  effective- 
ness and  outcomes. 

What  do  we  believe  is  the  most  viable  approach  to  contain 
volume?  We  strongly  support  local  peer  review.  In  fact,  at  the  last 
meeting  of  the  college  board  of  governors,  key  leaders  in  each  State 
were  encouraged  to  become  active  with  their  local  PRO  organiza- 
tion. The  college,  in  recent  years,  has  created  14  State  chapters  as 
a  more  effective  means  of  monitoring  and  responding  to  State  or 
regional  policies  of  importance  to  the  provision  of  cardiovascular 
specialty  services. 

In  addition  to  strengthening  the  PRO  program,  other  local  peer- 
review  mechanisms,  such  as  hospitalization  review  committees, 
should  be  supported  in  their  efforts  to  control  volume  of  services. 

We  all  need  to  confront  our  expectations  about  health  care  in 
this  country.  We  have  provided  you  with  a  sense  of  our  plans  and 
priorities  as  cardiovascular  specialists.  Our  views  should  be  consid- 
ered in  concert  with  those  of  the  American  public,  third-party 
payers,  hospital  administrators,  HCFA,  and  our  legislators.  That  is 
why  we  are  here  today — to  offer  our  best  assessment  of  the  promise 
of  cardiovascular  medicine  and  to  work  with  you  to  derive  the  most 
appropriate  healthcare  system  for  this  Nation's  elderly. 

Let  me  emphasize  the  college's  conviction  that  the  appropriate 
use  of  services  is  best  achieved  by  the  development  of  practice  and 
credentialing  guidelines,  personal,  local  and  regional  peer  review  of 
physician  practices,  continuing  medical  education,  and  communica- 
tion among  various  health  policy  players  concerning  expectations 
for  cardiovascular  specialty  services. 

Thank  you,  Mr.  Chairman.  I  will  be  happy  to  answer  any  ques- 
tions. 

[The  statement  of  William  L.  Winters,  Jr.,  M.D.,  follows:] 
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STATEMENT  OF  THE  AMERICAN  COLLEGE  OF  CARDIOLOGY 
BEFORE  THE  HOUSE  WAYS  AND  MEANS  SUBCOMMITTEE  ON  HEALTH 
ON  FY  1991  BUDGET  ISSUES 
)  RELATED  TO  THE  INCREASE  IN  THE  VOLUME  OF 

MEDICARE  PHYSICIAN  SERVICES 

My  name  is  William  L.  Winters,  Jr.,  M.D. ,  F.A.C.C.,  President  of 
the  American  College  of  Cardiology  and  a  practicing  cardiologist 
for  over  three  decades.  The  College  is  a  18,000  member  non-profit 
professional  medical  society  and  teaching  institution  whose  purpose 
is  to  foster  optimal  cardiovascular  care  and  disease  prevention 
through  professional  education,  promotion  of  research,  and 
leadership  in  the  development  of  standards  and  formulation  of 
health  care  policy. 

Thank  you  for  the  opportunity  to  offer  the  views  of  the  College  to 
the  Subcommittee  as  you  begin  to  examine  the  subject  of  volume  of 
Medicare  physician  services.  As  cardiovascular  medicine  represents 
a  substantial  and  critical  component  of  the  health  care  system, 
particularly  for  the  Medicare  population,  my  goal  today  is  to 
outline  for  the  committee  our  initial  assessment  of  the  key 
elements  of  cardiovascular  medicine  that  relate  to  the  volxime  of 
services  provided  to  Medicare  beneficiaries.  Let  me  remind  you 
that  a  cardiovascular  specialist  is  prepared  by  training  and 
experience  to  treat  diseases  of  the  heart. 

Our  primary  message  to  the  committee,  which  I  underscore  from  the 
start,  is  that  an  increase  in  the  volume  of  cardiovascular  services 
is  to  be  expected.  We  encourage  the  Subcommittee  to  examine  and 
understand  the  reasons  for  this  volume  growth  and  urge  you  to 
support  it  because  it  improves  the  guality  and  productivity  of  the 
lives  of  Medicare  beneficiaries.  Please  consider  our  testimony  as 
an  indication  of  our  willingness  and  desire  to  work  with  the 
Congress  for  the  benefit  of  Medicare  beneficiaries. 

GROWTH  IN  VOLUME  OF  CARDIOVASCULAR  SERVICES 

The  growth  in  cardiovascular  specialty  services  is  attributable  to 
a  number  of  factors  which  include  (without  prioritization): 
advances  in  medical  technology;  demographic  changes  in  the  U.S. 
population;  increased  access  to  cardiovascular  specialty  care 
related  in  part  to  increased  availability  of  cardiovascular 
specialists;  cost  containment  initiatives  leading  to  a  shift  from 
inpatient  to  outpatient  diagnoses  and  therapy;  increased  patient 
expectation  and  demand,  fueled  in  part  by  public  education  efforts 
such  as  those  for  control  of  both  cholesterol  and  hypertension;  and 
increased  intensity  and  complexity  of  care  provided  to  patients 
with  cardiovascular  disease,  due  in  part  to  people  living  longer. 
These  developments  are  interrelated  and  the  list  is  not  considered 
exhaustive . 

The  following  comments  focus  on  current  and  emerging  therapeutic 
and  diagnostic  technologies  which  allow  effective  treatment  of 
cardiovascular  disease  in  the  elderly  population.  These  comments 
will  provide  our  insight  into  why  cardiovascular  services  will  (and 
should)  continue  to  experience  controlled  growth. 

Cardiovascular  Disease  and  the  Elderly 

The  American  Heart  Association  has  estimated  that  67  million 
Americans  suffer  from  cardiovascular  disease.  Of  these, 
approximately  18  million  are  over  the  age  of  65  years  (more  than  56 
percent  of  the  Medicare  population).  The  population  continues  to 
age  evidenced  by  an  annual  increase  in  Medicare  enrollment  of 
approximately  2  percent.  In  1987,  over  80%  of  those  who  died  of 
cardiovascular  disease  were  over  65  years  of  age  -  roughly  3%  of 
the  Medicare  population.  It  is  estimated  that  50%  of  all  women  and 
40%  of  all  men  over  the  age  of  65  years  have  hypertension.  More 
than  50%  of  all  heart  attacks  occur  in  those  65  years  old  or  older. 

The  increasing  number  of  elderly,  especially  the  "old-old"  over  age 
85,  stimulates  cost  increases  because  this  group  utilizes  health 
care    services    at    a    greater    rate    than    younger    groups.  This 
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"greying"  of  America  occurs  with  a  concomitant  increase  in  the 
incidence  of  heart  disease,  primarily  attributable  to  increased 
prevalence  of  atherosclerosis  (a  narrowing  of  the  arteries  due  to 
deposits  containing  cholesterol  within  the  arterial  walls)  and 
hypertension  with  increased  age.  The  leading  cause  of  morbidity 
and  mortality  in  the  elderly  is  coronary  heart  disease  leading  to 
coronary  ischemia,  or  an  inadequate  blood  flow  to  the  heart  muscle. 
Therefore,  the  changing  demographics  of  the  U.S.  population  is  a 
major  force  leading  to  increased  cardiovascular  services. 

Effective  Therapies 

The  evidence  indicates  that  advances  in  cardiovascular  health  care 
have  had  a  positive  impact.  The  recently  released  Department  of 
Health  and  Human  Services  annual  report  "Health,  U.S.,  1989"  points 
out  that  the  age-adjusted  prevalence  rates  for  heart  disease  have 
decreased  by  33  percent  between  1980  and  1987.  Also,  the  death 
rate  due  to  cardiovascular  disease  has  declined  over  the  past  20 
years.  We  believe  these  data  support  the  effectiveness  of  modern 
cardiovascular  services  which  are  increasingly  depended  upon  by  the 
elderly. 

Therapeutic  advances  account  for  a  major  portion  of  the  decline  in 
morbidity  and  mortality  rates  for  cardiovascular  disease  at  all 
ages.  For  example,  surgical  reopening  of  blocked  arteries  can  be 
accomplished  in  the  elderly  with  a  risk/benefit  ratio  similar  to 
that  in  much  younger  patients.  Similarly,  the  ability  to  save 
heart  muscle  has  resulted  in  people  living  longer:  mortality  in  the 
coronary  care  unit  has  declined  from  20  percent  in  1970  to  seven 
percent  in  1990  due  to  these  technological  advances,  enabling 
people  who  have  suffered  heart  attacks  to  return  to  productive 
lives.  Therapy  on  younger  patients  with  coronary  disease  allows 
them  to  age  into  the  Medicare  population.  Thus,  technological 
advances  account  for  some  of  the  increase  in  volume  of  Medicare 
services . 

On  the  other  hand,  new  technologies  sometimes  displace  current 
procedures.  New  technologies  and  treatments  produce  a  beneficial 
effect  by  preventing  heart  attacks,  and  by  decreasing  the  need  for 
hospitalization  and  by  shortening  the  length  of  stay  for  such 
diagnoses  as  acute  myocardial  infarction  and  congestive  heart 
failure.  Health  Care  Financing  Administration  (HCFA)  data 
demonstrate  that  Medicare  patient  admissions  with  the  diagnosis  of 
acute  myocardial  infarction  have  decreased  between  1986  and  1988. 
The  annual  decrease  in  this  "costly"  Diagnosis  Related  Group  was 
between  5-10  percent.  We  believe  this  is  further  evidence  of  the 
benefit  to  elderly  Americans  of  modern  cardiovascular  services. 

End-stage  therapy  is  a  long-term  hospital  stay  for  a  patient  with 
severe  cardiac  disease  that  may  require  extensive  consumption  of 
health  care  resources.  We  are  now  able  to  decrease,  to  some 
degree,  dependance  on  more  expensive  "end  stage  therapies"  for  our 
patients  by  effectively  dealing  with  the  disease  process  through 
drug  therapy  and/or  revascularization  procedures.  Other  new  non- 
operative  techniques  to  restore  circulation  to  the  heart  include 
laser  angioplasty,  atherectomy  (the  mechanical  removal  of 
cholesterol  and  other  materials  which  block  coronary  arteries)  and 
endovascular  stents  (tubes  inserted  into  the  artery  to  maintain  the 
blood  flow  through  the  artery) .  These  new  technologies  may 
decrease  further  the  dependance  on  long  hospital  stays  to  treat 
patients  with  heart  disease. 

Despite  a  lessening  dependence  on  end-stage  therapies,  surgery  will 
still  be  effective  in  improving  quality  and  duration  of  life  of 
many  patients.  Generally  speaking,  the  more  advanced  the  coronary 
atherosclerosis,  in  terms  of  extent  of  disease  and  left  ventricular 
dysfunction  (heart  muscle  damage),  the  more  effective  surgical 
repair  becomes,  compared  to  other  treatments.  Perhaps  nowhere  in 
medicine  are  results  of  therapy  so  dramatic. 

Scientific  progress  has  moved  transplantation  from  the  realm  of  the 
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experimental  to  the  practical.  The  favorable  results  of  cardiac 
transplantation  now  being  achieved  in  many  centers  has  led  to  its 
increasing  application,  including  more  common  and  more  successful 
use  in  older  patients. 

Over  the  past  twenty-five  years,  the  pharmaceutical  industry  has 
provided  cardiologists,  internists,  and  family  physicians  with  a 
remarkable  array  of  drugs  to  treat  hypertension,  coronary  heart 
disease,  and  congestive  heart  failure,  such  as  "beta  blockers" 
(drugs  to  decrease  the  activity  of  the  heart),  "calcium  channel 
blockers"  (drugs  to  relax  heart  and  coronary  arteries),  and  "ace" 
inhibitors  (drugs  to  lower  blood  pressure  and  treat  heart  failure) , 
all  contributing  to  a  continuing  decline  in  the  death  rate  from 
cardiovascular  disease.  In  addition  to  these  established  drugs, 
new  classes  of  drugs  are  being  developed,  including:  clot 
dissolving  agents  such  as  t-PA  or  streptokinase;  monoclonal 
antibodies  for  the  treatment  of  a  variety  of  cardiovascular 
diseases  and  the  rejection  phenomenon  of  cardiac  transplantation; 
drugs  to  stop  blockages  from  forming  in  arteries  after  angioplasty; 
and  inotropic  agents  to  strengthen  the  heart  muscle.  The  use  of 
these  new  drugs  is  expected  to  continue  to  increase. 

An  exciting  new  area  of  research  pertaining  to  the  treatment  of 
cardiovascular  disease  is  the  study  of  the  molecular  biology  of  the 
heart  and  blood  vessels.  One  result  of  this  science  has  been  the 
introduction  of  drugs  modifying  the  metabolism  of  certain  fats  so 
that  atherosclerosis  may  be  less  likely  to  develop.  Breakthroughs 
in  this  area  could  result  in  a  marked  reduction  in  the  use  of  high 
technology  procedures  now  employed  to  re-vascularize  the  heart  and 
the  peripheral  organs. 

Thus,  many  new  effective  technologies  will  increase  is  use  over  the 
next  several  years,  however,  some  other  more  costly  procedures  may 
be  replaced  in  the  process. 

Advances  in  Diagnostic  Technologies 

Effective  therapy  to  treat  cardiac  disease  in  the  elderly 
population  has  been  made  possible  by  significant  advances  in 
diagnostic  techniques.  Coronary  arteriography  (x-ray  studies 
delineating  coronary  anatomy),  thallium  scintigraphy  (radioactive 
material  showing  the  adequacy  of  blood  flow  to  heart  muscle), 
echocardiography  ( sonar  or  sound  waves  demonstrating  heart  valve 
and  heart  muscle  function)  and  balloon  flotation  catheters  (a  tube 
inserted  in  the  heart  which  measures  the  blood  pressure  in,  and 
amount  of  blood  pumped  by,  the  heart)  have  brought  diagnostic 
precision  upon  which  appropriate  therapeutic  recommendations  are 
made.  In  addition,  the  successful  rescue  of  heart  muscle 
inevitably  leads  to  further  diagnostic  testing  to  ascertain  the 
extent  of  residual  vessel  blockage  to  the  heart  muscle  that  remains 
at  risk. 

Non-invasive  imaging  techniques  may  be  widely  applied  to  all  types 
of  patients  with  little  risk  or  discomfort  and  provide  information 
pertaining  to  heart  and  blood  vessel  anatomy  and  function,  and 
prognoses  previously  unavailable  or  available  only  by  invasive 
procedures.  Most  prominent  among  the  non-invasive  cardiovascular 
techniques  are  ultrasound,  radionuclide  studies,  and  magnetic 
resonance  imaging. 

New  diagnostic  technologies,  such  as  electrophysiologic  stimulation 
(a  catheterization  technique),  have  helped  identify  patients  who 
are  at  risk  for  sudden  cardiac  death.  While  the  incidence  of 
cardiovascular  deaths  overall  has  decreased  dramatically  over  the 
past  twenty  years,  the  incidence  of  sudden  death  has  not  declined 
at  all.  Sudden  cardiac  death  is  a  result  of  irregular  heart  beats 
that,  in  turn,  impede  blood  circulation.  This  can  occur  in 
conjunction  with  a  variety  of  cardiovascular  diseases,  most 
commonly  with  coronary  artery  disease  and/or  congestive  heart 
failure.  Fortunately,  once  identified  as  susceptible,  patients 
can  receive  follow-up  treatment  such  as  drug  therapy,  implantation 
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of  an  automatic  implantable  cardiac  defibrillator  (a  permanent 
pacemaker  designed  to  stimulate  the  heart  when  an  irregularity  or 
lack  of  heart  beat  develops),  or  cardiac  surgery  when  appropriate. 


CONTROLLING  THE  GROWTH  IN  VOLXIME  OF  CARDIOVASCULAR  SERVICES 

Unless  the  American  public  agrees  to  ration  health  care  based  on 
age,  an  unlikely  prospect,  the  volume  of  services  and  health  care 
costs  for  the  elderly  will  continue  to  increase.  At  the  time  when 
access  for  all  to  appropriate  care  is  a  major  concern,  it  is 
critical  to  maintain  the  availability  of  important  procedures  of 
proven  efficacy.  Medical  services  that  utilize  beneficial 
technology  (i.e.  effective  and  appropriate  procedures  to  reverse 
illness)  are  an  asset,  not  a  liability,  to  the  Medicare  program. 
Society's  challenge  is  to  spend  the  resources  wisely  and  in  a 
manner  that  best  addresses  the  well-being  of  the  elderly 
population.  Cardiovascular  physicians  recognize  this  goal  and 
strive  to  constrain  the  use  of  therapies  when  it  is  clear  that 
their  value  is  limited.  These  judgments  are  often  based  on  years 
of  training  and  experience  and  must  be  made  within  the  bounds  of 
the  doctor's  legal  and  ethical  responsibilities. 

The  College's  Role 

The  College  denounces  the  overuse,  underuse,  or  misuse  of 
cardiovascular  specialty  services,  and  devotes  itself  to  several 
activities  which  help  to  ensure  that  the  growth  in  the  volume  of 
cardiovascular  services  is  appropriate.  These  activities  include 
continuing  medical  education,  formulation  of  practice  guidelines, 
deliberation  of  ethical  principles,  and  the  encouragement  of 
preventive  medicine.  The  College's  primary  concern  is  that  medical 
services  are  provided  to  patients  effectively,  competently  and  in 
a  timely  fashion. 

For  forty  years,  the  College's  educational  programs  have  provided 
member  cardiovascular  physicians  and  others  with  state-of-the-art 
information  about  how  to  deliver  the  most  modern  and  highest 
quality  cardiovascular  care.  Over  the  past  ten  years,  the  College 
has  worked  with  the  American  Heart  Association  to  develop  and 
promulgate  clinical  practice  guidelines  for  such  diverse 
technologies  as  coronary  angiography,  stress  testing,  ambulatory 
ECG  monitoring,  coronary  angioplasty,  the  treatment  of  heart 
attacks,  and  pacemaker  implantation.  These  guidelines  are  intended 
to  influence  medical  practice  in  a  positive  and  cost-effective 
manner , 

In  fact,  extensive  reviews  demonstrate  that  explicit  and  well- 
defined  criteria  can  have  a  major  impact  on  the  appropriateness  of 
care.  For  example,  the  pacemaker  guidelines  developed  by  the 
College  and  the  American  Heart  Association  contributed  to  a 
decrease  of  27.9  percent  in  the  number  of  pacemakers  implanted 
between  1983  and  1986  (Health  Affairs  1989;  8:  21-23).  More 
recent  data  indicate  that  the  inappropriate  use  of  pacemakers  has 
all  but  disappeared  (Journal  of  the  American  College  of  Cardiology, 
April  1990:      1087-1094) . 

More  recently,  in  conjunction  with  the  American  Heart  Association 
and  the  American  College  of  Physicians,  we  have  developed 
guidelines  for  the  credentialing  of  physicians  at  the  local  level. 
These  guidelines  will  be  used  by  local  hospitals  and  other  health 
care  organizations  to  facilitate  assessments  of  physician 
competence  during  the  credentialing  and  reappointment  process. 
These  guidelines  will  help  hospitals  and  physicians  uphold  the 
quality  of  patient  care  by  assuring  the  competency  of  medical  staff 
in  using  cardiovascular  diagnostic  and  therapeutic  procedures. 

The  College  is  also  involved  in  effectiveness  research  through  the 
development  of  an  angioplasty  database  project  to  monitor  national 
trends  and  outcomes  of  angioplasty.  If  this  model  database  is 
successful,     the    project    could    be    expanded    to    include  other 
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cardiovascular  procedures  as  well.  Furthermore,  the  College  is  a 
staunch  supporter  of  the  funding  of  cardiovascular  research  under 
the  auspices  of  the  National  Heart,  Lung,  and  Blood  Institute, 
believing  that  these  clinical  trials  provide  valuable  information 
concerning  effectiveness  and  outcomes. 

Local  Efforts 

A  physician's  first  level  of  evaluation  for  effectiveness  and 
quality  is  his/her  own  knowledge  base  and  conscience.  The  federal 
government,  through  the  Medicare  program,  will  soon  have  the 
ability  to  produce  a  profile  of  every  physician  in  the  country  who 
takes  care  of  Medicare  patients.  It  is  conceivable  that  an 
individual  physician's  self -assessment  of  this  confidential 
information  will  provide  an  important  educational  benefit. 

Supporting  local  peer  review,  the  Board  of  Governors  of  the 
American  College  of  Cardiology  encourages  its  key  leaders  in  each 
state  to  become  active  with  their  local  PRO  organization.  In 
addition,  the  College  in  recent  years  has  created  14  state  chapters 
as  a  more  effective  means  of  monitoring  and  responding  to  state  or 
regional  policies  of  interest  to  cardiovascular  specialists. 

Other  local  peer  review  mechanisms,  such  as  hospital  utilization 
review  committees,  can  be  effective  in  controlling  volume  of 
services.  For  example,  hospitals  hold  morbidity  and  mortality 
conferences  periodically  to  discuss  more  widely  specific  problem 
cases . 

Finally,  we  all  need  to  confront  our  expectations  about  health  care 
in  this  country.  We  have  provided  you  with  a  sense  of  our 
expectations  as  cardiovascular  specialists.  We  believe  these  to  be 
realistic,  but  how  do  they  fit  with  the  expectations  of  the 
American  public,  third  party  payers,  hospital  administrators,  HCFA 
and  our  legislators?  That  is  why  we  are  here  today--to  share  our 
best  assessment  of  the  promise  of  cardiovascular  medicine  and  to 
work  with  you  to  derive  the  most  appropriate  health  care  system  for 
this  nation's  elderly. 

SUMMARY 

Let  me  emphasize  the  College's  conviction  that  the  appropriate  use 
of  services  is  best  achieved  by  the  development  of  practice  and 
credentialing  guidelines;  personal,  local  and  regional  peer  review 
of  physician  practices;  continuing  medical  education;  and 
communication  among  various  health  policy  players  concerning 
expectations  for  cardiovascular  specialty  services. 

We  conclude  that  cardiovascular  services  of  proven  effectiveness 
will  likely  continue  to  grow  in  volume  in  the  Medicare  program  in 
the  next  several  years.  This  growth  is  stimulated  by  favorable 
outcomes  in  elderly  patients  and  rapid  changes  and  improvements  in 
medical  technology. 
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Chairman  Stark.  Thank  you,  Doctor. 
Dr.  Chobanian,  please  proceed. 

STATEMENT  OF  SARKIS  J.  CHOBANIAN,  M.D.,  KNOXVILLE,  TENN., 
CHAIRMAN,  NATIONAL  AFFAIRS  COMMITTEE,  AMERICAN 
ACADEMY  OF  GASTROENTEROLOGY,  ACCOMPANIED  BY  CHES- 
LEY  HINES,  JR.,  M.D.,  NEW  ORLEANS,  LA.,  PAST  PRESIDENT 

Mr.  Chobanian.  Mr.  Chairman,  my  name  is  Sarkis  Chobanian.  I 
am  the  chairman  of  national  affairs  for  the  American  College  of 
Gastroenterology,  a  practitioner  from  Knoxville,  Tenn.  In  a  former 
life,  while  in  the  Navy,  I  was  the  gastroenterologist  for  this  body 
and  was  one  of  the  physicians  who  performed  colonoscopy  on  then- 
President  Reagan. 

Concern  has  been  raised  by  some  in  Congress  that  the  cost  of 
medical  services  relates,  in  some  measure,  to  the  volume  and  cost 
of  procedures  including  endoscopy.  We  would  like  to  begin  by  pro- 
filing some  relevant  information  about  GI  endoscopy. 

Last  year,  the  American  College  of  Gastroenterology,  along  with 
her  sister  societies,  the  American  Society  for  Gastrointestinal  En- 
doscopy and  the  American  Gastroenterological  Association,  com- 
missioned the  Battelle  Institute  to  conduct  an  independent  study  of 
the  Medicare  data  base  relating  to  gastroenterology  and  to  conduct 
a  survey  of  practicing  gastroenterologists. 

The  portion  of  this  study  which  analyzed  Medicare,  part  B, 
BMAD,  files  for  1987  revealed  some  important  new  information  re- 
lating to  demographic  and  usage  patterns  relating  to  GI  endoscopy. 

First,  the  majority  of  endoscopies,  in  reality,  were  not  performed 
by  gastroenterologists.  Second,  Medicare  recorded  that  gastroenter- 
ologists performed  only  one-third  of  all  endoscopies.  Third,  gastro- 
enterologists perform  on  10  percent  of  proctosigmoidoscopies.  Other 
specialties  performing  substantial  numbers  of  endoscopic  proce- 
dures include  family  and  general  practitioners,  internists,  and  gen- 
eral surgeons. 

There  are  some  pertinent  factors  to  consider  in  deciding  whether 
endoscopic  utilization  is  excessive. 

First,  it  should  be  noted  that  the  highest  areas  of  utilization  for 
lower  GI  endoscopy,  including  colonoscopy,  for  Medicare  benefici- 
aries tracks  very  closely  with  areas  with  the  highest  rates  of  color- 
ectal malignancy,  particularly  the  Northeast. 

Second,  we  are  concerned  that  the  Government  may  be  pajdng 
for  duplicate  services.  In  the  course  of  our  research,  it  has  become 
apparent  there  may  be  duplicate  services  offered,  first  by  primary- 
care  physicians  and  later  by  specialty-trained  endoscopists. 

At  the  present  time,  the  Battelle  Institute  has  proposed  followup 
research  to  examine  a  cross  section  of  Medicare  beneficiary  files  for 
a  period  of  6  months  to  1  year  to  determine  how  many  include 
charges  for  the  same  procedures  by  two  different  providers  within 
that  limited  time  frame. 

Third,  we  believe  that  patient  awareness  of  endoscopy  has  in- 
creased and,  in  accordance  with  the  chairman's  anecdote  earlier, 
of,  "Poke  me,  prod  me,"  I  should  point  out  that  our  own  experience 
here  on  Capitol  Hill,  that  prior  to  President  Reagan's  diagnosis  of 
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colon  cancer,  we  would  have  to  beg  and  cajole  members  to  come 
down  for  their  annual  colon  cancer  screening. 

Certainly,  after  the  detection  of  President  Reagan's  colon  cancer, 
we  had  a  backlog  that  took  me  6  months  to  clear. 

Fourth,  does  an  increasing  number  of  lower  GI  endoscopies  cost 
or  save  Federal  dollars?  Colorectal  cancer  takes  61,000  American 
lives  each  year.  We  firmly  believe  that  both  colonoscopy  and  polyp- 
ectomy not  only  save  Federal  funds,  but  save  lives,  by  identifying 
and  removing  both  malignant  and  premalignant  lesions  that  may 
grow  on  into  colon  cancer,  and  thus  saving  the  patient  from  the  un- 
necessary time,  effort,  expense  and  pain  of  a  formal  surgery,  possi- 
bly colostomy. 

We  are  particularly  concerned  about  the  recurring  disincentives 
to  use  of  endoscopy  which  have  already  been  created.  Colorectal 
cancer  is  our  number  two  cancer  killer  just  behind  lung  cancer. 
Our  best  tool  in  reversing  that  trend  is  diagnostic  and  therapeutic 
colonoscopy.  However,  instead  of  being  a  national  priority,  colonos- 
copy with  lesion  removal  was  included  among  the  list  of  so-called 
overvalued  procedures  in  OBRA  1989  with  an  across-the-board  cut 
this  year  of  10  percent,  and  with  the  administration  proposing  yet 
further  cuts  of  like  nature  for  the  next  few  years. 

Finally,  what  can  be  done  if,  indeed,  there  is  overutilization. 
With  the  impact  on  procedural  volume  from  RBRVS,  Medicare 
volume  performance  standards,  and  medical  guidelines  presently 
not  known,  we  would  urge  this  committee  to  move  somewhat  delib- 
erately with  respect  to  any  additional  changes  that  would  address 
the  volume  or  appropriate  utilization  issues. 

None  the  less,  we  do  have  one  definite  recommendation  to  offer 
with  respect  to  possible  inappropriate  utilization  of  endoscopy.  Ear- 
lier this  year,  the  three  sister  societies  that  deal  with  the  bulk  of 
physicians  offering  treatment  in  digestive  disorders,  came  out  with 
a  trisociety  statement  on  endoscopic  utilization  and  volume. 

The  recommendation  is  as  follows:  the  Federal  Government  pro- 
vide reimbursement  for  endoscopies  regardless  of  where  the  specif- 
ic procedure  is  actually  performed;  in  other  words,  in  a  hospital,  in 
the  out-patient  setting,  in  the  physician's  office  or  ambulatory-care 
center  only  if  two  criteria  are  met.  Number  1  is  that  the  indica- 
tions for  that  procedure  are  consistent  with  consensus-practice 
guidelines  for  appropriate  utilization  of  endoscopy  such  as  those 
that  already  exist  and  were  formulated  by  the  American  Society 
for  Gastrointestinal  Endoscopy. 

Number  2  is  that  the  physician  has  been  credentialed  by  a  hospi- 
tal to  perform  that  specific  procedure.  We  are  proud  to  note  that 
the  survey  of  gastroenterologists  that  I  alluded  to  previously  indi- 
cated a  95  percent  compliance  rate  with  accepted  ASGE  guidelines 
for  the  appropriate  utilization  of  endoscopy. 

Thank  you  very  much. 

[The  statement  and  attachments  of  Sarkis  J.  Chobanian,  M.D., 
follow:] 
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STATEMENT  OF  THE  AMERICAN  COLLEGE  OF  GASTROENTEROLOGY 


PRESENTED  BY  SARKIS  J.   CHOBANIAN,   M.D.,  FACG 
ACCOMPANIED  BY  CHESLEY  HINES,    JR.,    M.D.,  FACG 

HOUSE  WAYS  &  MEANS  COMMITTEE 
SUBCOMMITTEE  ON  HEALTH 

May  3,  1990 

My  name  is  Sarkis  J.  Chobanian,  and  I  am  the  Chairman  of 
the  National  Affairs  Committee  of  the  American  College  of 
Gastroenterology,  and  a  private  practitioner  from 
Knoxville,  Tennessee.     I  am  accompanied  by  Chesley  Hines, 
Jr. ,  the  immediate  Past  President  of  the  College  who 
practices  at  the  Ochsner  Clinic  in  New  Orleans, 
Louisiana.     We  are  pleased  to  have  the  opportunity  to 
present  testimony  with  respect  to  volume  of  physician 
services. 

I .  INTRODUCTION 

The  American  College  of  Gastroenterology  is  a  physician 
organization  representing  gastroenterologists  and  other 
gastrointestinal  specialists.     Founded  in  1935,  the 
College  currently  numbers  approximately  3,500  physicians 
among  its  membership.     While  the  majority  of  these 
physicians  are  gastroenterologists,  the  College's 
membership  also  includes  surgeons,  pathologists, 
radiologists,  hepatologists,  and  other  specialists  in 
various  aspects  of  the  overall  treatment  of  digestive 
diseases  and  conditions.     The  College  has  chosen  to  focus 
its  activities  on  clinical  gastroenterology — the  issues 
confronting  the  gastrointestinal  specialist  in  treatment 
of  patients.     The  primary  activities  of  the  College  have 
and  continue  to  be  educational. 

The  membership  of  the  College  is  unique — with  its  focus 
on  the  practicing  gastrointestinal  specialist,  our 
membership  includes  a  broad  mix  of  physicians  performing 
both  cognitive  and  procedural  services.     Our  membership 
includes  surgeons  who  provide  services  under  global  fees, 
endoscopic  specialists  who  primarily  see  patients  in  the 
context  of  performing  diagnostic  or  therapeutic 
procedures,  as  well  as  a  large  number  of  internists,  and 
board-certified  gastroenterologists  who  devote  the  vast 
majority  of  their  time  in  cognitive  patient  care 
services . 

Concern  has  been  raised  by  some  in  Congress  that  the  high 
cost  of  medical  services  relates  in  some  measure  to  the 
volume  and  costs  of  medical  procedures,  including 
endoscopies.     Therefore,  we  would  like  to  begin  by 
profiling  some  relevant  information  about  endoscopy. 

II.  WHAT  MEDICARE  DATA  SHOWS  ABOUT  ENDOSCOPIES 

Last  year,  the  American  College  of  Gastroenterology 
commissioned  the  Battelle  Institute  to  conduct  an 
independent  study  of  the  Medicare  database  relating  to 
gastroenterology  and  to  conduct  a  survey  of 
gastroenterologists.     This  comprehensive  study  was  also 
supported  by  the  two  other  major  national  GI  societies, 
the  American  Gastroenterological  Association  and  the 
American  Society  for  Gastrointestinal  Endoscopy.  This 
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study  has  recently  been  completed.     In  fact,  earlier  this 
week,  representatives  of  the  Battelle  Institute  met  with 
Dr.  William  Hsiao  and  his  colleagues  and  reviewed  the 
results  of  this  research,  and  are  planning  a  similar 
meeting  with  the  Physician  Payment  Review  Commission  in 
the  near  future. 

The  portion  of  the  study  which  analyzed  Medicare  BMAD 
files  for  1987  revealed  some  important  new  information 
relating  to  some  of  the  demographics  and  usage  patterns 
relating  to  GI  endoscopies. 

*  The  majority  of  endoscopies  are  not  performed  by 
gastroenterologists .  Medicare-recorded 
gastroenterologists  perform  more  than  50%  of  the 
endoscopies  for  only  16  of  the  54  possible  GI 
endoscopy  codes.     Seven  of  these  codes  are  the 
complicated  ERCP  procedures. 

*  Medicare-recorded  gastroenterologists  perform 
32%  of  all  endoscopies.     Medicare's  data  show 
considerable  regional  variation  which  in  some 
cases  may  reflect  the  recording  patterns  of 
respective  carriers.     Clearly,  Medicare-recorded 
internists  account  for  the  second  largest 
concentration  of  these  procedures: 
gastroenterologists  and  Medicare-recorded 
internists  perform  46%  to  more  than  94%  (depending 
on  state)  of  all  upper  gastrointestinal 
endoscopies  and  from  37%  to  70%  of  all  lower  GI 
endoscopies. 

*  Gastroenterologists  perform  only  10%  of 
proctosigmoidoscopies . 

*  There  also  are  wide  geographical  disparities 
regarding  the  other  specialties  performing 
substantial  numbers  of  endoscopies  which  include: 
general  surgeons — 1%  to  31%  of  upper 
gastrointestinal  endoscopies,  and  9%  to  41%  of 
lower  GI  endoscopies;  general  practitioners  and 
family  physicians  perform  a  relatively  small 
number  of  upper  GI  endoscopies,  but  they  perform 
between  3%  and  30%  of  the  lower  GI  endoscopies; 
"other  specialties"  account  for  from  1%  to  21%  of 
lower  GI  endoscopies.     Appendix  1  contains  a  state- 
by-state  breakdown  of  the  specialties  performing 
upper  and  lower  GI  endoscopies. 

Many  contend  that  the  escalation  in  federal  health  costs 
has  sometimes  been  triggered  by  excessive  and 
inappropriate  volume  of  procedures. 

III.  THERE  ARE  SOME  PERTINENT  FACTORS  TO  CONSIDER  IN 
DECIDING  WHETHER  ENDOSCOPIC  UTILIZATION  IS  EXCESSIVE 

A.  Highest  Areas  of  Utilization  for  Lower  GI  Endoscopies 
for  Medicare  Beneficiaries  Track  Closely  with  Areas  with 
the  Highest  Rates  of  Colorectal  Cancer 

There  are  substantial  state-by-state  variations  in  the 
number  of  colonoscopies  performed.     For  example,  the 
number  of  colonoscopies  performed  in  the  D.C. 
metropolitan  area  is  approximately  twice  the  number 
performed  in  Idaho,  and  1.5  times  the  number  of 
colonoscopies  performed  in  Utah.     Generally,  there  are 
higher  per  capita  numbers  of  colonoscopies  being 
performed  in  the  Northeast  than  in  other  portions  of  the 
country.     Demographics  also  show  a  much  larger 
concentration  of  gastroenterologists  in  these  states. 
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Looking  at  these  factors  alone,  one  might  be  inclined  to 
perceive  a  situation  where  supply  was  creating  demand — a 
larger  number  of  physicians  triggering  a  larger  number  of 
procedures,  per  capita. 

However,  this  picture  must  be  viewed  against  the 
background  of  the  somewhat  surprising  pattern  of 
colorectal  cancer  death  rates  (deaths  per  100,000 
population)   in  the  U.S.     The  top  twelve  states,   in  terms 
of  colorectal  death  rates  are:  Rhode  Island  (32) ,  New 
Jersey  (32) ,   Delaware   (31) ,  Maryland  (31) ,  Pennsylvania 
(30),  Ohio  (29),   Connecticut   (29),  Maine   (28),  Indiana 
(28) ,  New  York  (28) ,   DC  Metro   (27) .     These  compare  with 
Texas   (17),   Dakotas   (16),  Wyoming  (14),   Idaho   (13)  and 
Utah  (11) .     This  places  the  regional  variations  in  the 
per  capita  numbers  of  colorectal  cancers  in  a  different 
light — the  areas  with  the  highest  rates  of  colonoscopies 
match  very  closely  with  those  areas  with  the  highest 
rates  of  colorectal  cancer  deaths.     Appendix  II  includes 
the  statistical  comparisons  of  number  of  colonoscopies 
per  capita,  as  well  as  comparable  colorectal  death  rates. 

At  this  point  in  time,  colonoscopy  probably  represents 
our  best  hope  in  curbing  colorectal  cancer  deaths.  The 
examination  permits  visual  examination  of  the  entire 
length  of  the  colon.     Since  there  is  some  indication  that 
benign  polyps  may  be  precursors  for  malignant  lesions, 
this  procedure  allows  lesions — benign  and  malignant — to 
be  identified  and  removed  early  in  a  single  procedure, 
with  the  minimal  discomfort  to  patient,   little  or  no 
hospital  stay,  and  minimal  time  out  of  work. 

If  underlying  rates  of  colorectal  cancer  deaths  are 
factored  into  the  analysis,  some  areas  (where  lower  GI 
endoscopies  appear  overutilized) ,  may  in  fact  be 
underutilized,   at  least  in  terms  of  offering  prospective 
cancer  patients  the  benefits  of  early  detection  and  cost- 
effective  treatment. 

B.   Proportions  of  Repeat/Follow-up  Endoscopies  (Both 
Upper  &  Lower) :   How  Often  Does  the  Government  Pay  for  the 
Same  Procedure  to  be  Performed  Twice  by  Different 
Physicians  in  the  Course  of  the  Diagnosis/Treatment  on 
the  Same  Patient  for  the  Same  Condition  in  One  Year? 

As  with  any  research  effort,  the  data  and  information 
provided  to  us  by  the  Battelle  Institute  have  raised 
additional  questions  for  which  we  do  not  yet  have  an 
answer.     We  know  from  Medicare's  own  data  that  the 
majority  of  endoscopic  procedures  (including 
sigmoidoscopies)   are  not  performed  by 

gastroenterologists.     One  possible  explanation  for  what 
appear  to  be  high  utilization  of  endoscopic  procedures 
could  be  that  a  single  patient  may  be  treated  first  by  a 
primary  care  physician,  who  performs  an  endoscopic 
procedure   (upper  or  lower) .     If  significant  difficulties 
are  encountered  with  that  procedure,  or  if  the  results  of 
that  procedure  are  inconclusive,   that  same  patient  may  be 
referred  to  specialist.     Appropriate  patient  care  may 
dictate  that  the  specialist,  more  likely  a 
gastroenterologist ,  perform  the  same  procedure  again, 
either  to  draw  a  definite  conclusion  from  the  complicated 
picture,  or  to  undertake  the  therapeutic  step(s)  (e.g. 
polypectomy)  which  may  be  rare  enough  to  have  been  beyond 
the  experience  and  technical  expertise  of  the  primary 
care  physician. 
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The  College's  Board  will  consider  next  month  a  funding 
request  from  Battelle  to  conduct  the  necessary  follow-up 
research  to  answer  this  question.     Battelle  proposes  to 
examine  a  cross  section  of  Medicare  beneficiary  files  for 
a  period  of  six  months  to  one  year,  to  determine  how  many 
include  charges  for  the  same  procedure  to  two  different 
providers  within  that  limited  time  frame.     Specific  files 
meeting  that  criteria  will  be  examined  in  greater 
detail.     This  would  have  applicability  to  both  upper  and 
lower  GI  endoscopies. 

Assuming  that  funding  is  available  for  this  further 
research,  we  will  be  pleased  to  share  the  results  with 
the  Committee,   as  soon  as  they  become  available. 

C.  Patient  Awareness  of  Endoscopy  Has  Increased 

Ten  years  ago,  endoscopy  was  a  relatively  new  procedure. 
Today,  the  lay  public  is  much  more  aware  of  what 
endoscopy  is  and  what  it  can  accomplish.     A  recent 
meeting  of  the  American  College  of  Radiology  recommended 
that  barium  enema  would  be  a  more  cost  effective 
alternative  to  colonoscopy  in  cancer  testing.     There  can 
be  no  doubt  that  barium  x-rays  are  generally  less  costly 
than  endoscopy.     Endoscopy  requires  a  significant  amount 
of  physician  time  and  dexterity,   as  well  as  direct  and 
continuous  patient  contact  and  monitoring.     Also,  unlike 
a  barium  x-ray,  endoscopy  offers  physical  visualization, 
and  in  many  cases  such  as  colonoscopy,   it  affords  the 
opportunity  for  immediate  therapeutic  intervention,  i.e., 
a  polyp  is  found  and  removed  in  a  single  procedure.  We 
believe  the  scientific  literature  is  consistent  in 
finding  endoscopy  preferable  to  barium  x-rays; 
additionally,  there  is  a  marked  patient  preference  for 
endoscopy. 

Patients  are  familiar  with  the  procedures  performed  on 
former  President  Reagan  and  their  positive  results.  Just 
three  years  ago,  while  on  the  staff  at  Bethesda  Naval,  I 
also  had  the  privilege  to  serve  on  the  Congressional 
Medical  Staff,  providing  endoscopic  services  to  members 
and  their  families.     On  several  occasions,  when 
encountering  symptoms  which  might  raise  a  possibility  of 
colorectal  cancer,  patients  themselves  expressed  interest 
in  colonoscopic  examination,  primarily  because  of  the 
greater  reliability  of  results  and  the  preference  for  the 
procedure  itself  and  the  attendant  therapeutic 
potential.     In  this  respect,  the  members  of  this  body  and 
their  families  are  no  different  from  the  patients  I  now 
encounter  in  private  practice — Medicare  patients  and 
others.     Physicians  do  not  perform  procedures  because 
patients  ask  for  them;  by  the  same  token,  however,  in 
situations  where  endoscopy  is  the  best  available  tool  to 
arrive  at  a  definitive  diagnosis,  today's  more 
knowledgeable  patients  would  raise  questions  if  the 
procedure  were  not  performed. 

D.  Does  An  Increasing  Number  of  Lower  GI  Endoscopies 
Cost,  or  Save,  Federal  Health  Dollars? 

With  colorectal  cancer  taking  61,000  American  lives  each 
year(l) ,   it  is  crucial  that  Congress  and  federal 
regulators  realize  how  important  it  is  to  avoid  false 
economies.     Actually,  we  believe  that  this  procedure 


(1)   Cancer  Facts  &  Fiqures-1989 ,  American  Cancer,  p. 7 
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saves  federal  funds  over  the  long  term  by  avoiding  more 
wasteful  alternatives.     Prior  to  the  availability  of 
colonoscopy,  the  alternative  treatment  for  cancer  of  the 
colon  was  surgical  removal  of  the  lesion,  and/or  perhaps 
some  or  all  of  the  colon.     If  too  many  disincentives  to 
colonoscopy  are  created,  and  hospitals/ institutions  cut 
back  on  the  availability  of  colonoscopy  units,  the 
federal  government  could  end  up  bearing  more  costs  than 
it  saved  by  a  lower  number  of  endoscopic  procedures. 
Extended  hospitalizations  attendant  to  surgery — which 
might  have  been  avoided  by  timely  colonoscopy — as  well  as 
the  potentially  exorbitant  financial  and  human  losses 
that  can  be  associated  with  more  advanced  cancers  could 
result. 

As  physicians,   our  primary  responsibility  is  for  the 
health  and  well-being  of  our  patients — that  means  we  do 
not  want  to  see  endoscopies  performed  when  they  are  not 
clinically  indicated.     It  also  means  that  we  do  not  want 
to  have  patients  denied  access  to  these  procedures  when 
they  offer  the  best  hope  to  remedy  the  patient's 
condition.       We  deeply  urge  Congress  not  to  undertake 
actions  to  discourage  physicians,  or  the  hospitals  where 
we  practice,   from  using  the  best  tool  that  we  currently 
have  available  in  our  arsenal  to  fight  this  deadly 
disease. 

We  don't  have  all  the  answers  relating  to  the  volume  of 
endoscopies,  but  we  do  know  that  determining  appropriate 
volume  is  a  very  complex  issue  which  involves  the 
interplay  of  many  distinct  and  complicated  variables. 

IV.   WHAT  CAN  BE  DONE  IF  THERE  IS  OVER-UTILIZATION? 

A.   Impact  on  Volume  from  RBRVS,  Medicare  Volume 
Performance  Standards  and  Medical  Guidelines  Are  Not 
Known  Yet 

As  we  have  noted  above,  we  believe  there  are  several 
important  factors  which  may  make  the  issue  of  over- 
utilization  appear  to  be  more  serious  than  it  is. 
Nonetheless,  there  undoubtedly  are  instances  when  some 
physicians — whether  well-meaning  or  otherwise — have 
undertaken  procedures  where  either  the  patient 
indications  or  the  physician  expertise  were  not 
appropriate  to  justify  performing  that  procedure. 

Just  this  past  November,  the  Congress,   largely  based  upon 
the  work  of  this  Committee,   introduced  comprehensive 
changes  in  the  Medicare  reimbursement  system.     If  there 
there  has  been  over-utilization  in  the  past,  we  cannot 
begin  to  project  the  impact  that  the  adoption  of  an  RBRVS- 
based  fee  schedule,  or  linking  annual  updates  to  the 
Medicare  Volume  Performance  Standards  (MVPS) ,  will  have 
on  the  issue  of  over-utilization.     Cynics  might  maintain: 
that  a  few  bad  actors  interested  in  maximizing  their 
personal  income  will  be  completely  unaffected  by  the 
pressures  created  by  the  MVPS  for  physicians,  as  a  whole, 
to  control  volume;  that  the  majority  of  physicians  will 
be  tagged  with  lower  reimbursements  because  they  will  be 
unable  to  do  anything  about  the  excesses  of  a  few. 
Obviously,  this    Committee  was  not  so  persuaded,  as  you 
took  the  lead  in  advancing  the  concept  that  resulted  in 
the  MVPS. 

Additionally,   in  that  same  legislation,  Congress  created 
the  new  Agency  for  Health  Care  Policy  and  Research  to 
advance  the  efforts  for  effective  medical  guidelines  to 
specify  better  when  certain  patient  treatment  modalities 
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are  appropriate,  and  inappropriate.     We  have  already 
received  communications  from  the  new  agency  seeking  our 
involvement.     Other  major  national  multi-specialty 
medical  organizations,  such  as  the  American  Medical 
Association,  the  American  College  of  Physicians  and  the 
American  Society  for  Internal  Medicine  have  already 
demonstrated  their  intention  to  place  the  issue  of 
medical  guidelines  in  a  "top  priority"  status. 

In  short,  we  would  urge  the  Committee  to  move  somewhat 
deliberately  with  respect  to  any  additional  changes  that 
would  address  the  volume,  or  appropriate  utilization 
issues.     The  newly-adopted  policies  should  be  given  time 
for  implementation;  then  we  may  see  whether  inappropriate 
utilization  is  a  problem  under  the  new  Medicare 
reimbursement  framework. 

ACG  is  particularly  concerned  about  the  recurring 
disincentives  to  use  of  endoscopy  which  have  already  been 
created.     Although  Dr,  Hsiao  has  not  completed  his 
profile  of  gastroenterologists,  nonetheless,  endoscopies 
have  twice  in  the  past  three  years  been  tapped  for 
immediate  across-the-board  Medicare  fee  cuts  in  the  range 
of  10-15%  each  time.     The  Administration's  budget  has 
proposed  another  round  of  such  cuts  in  1991 — we  hope  this 
will  not  be  implemented,  or  certainly  not  against  the  the 
same  procedures  yet  again.     If  the  final  RBRVS  also 
results  in  some  drop  in  endoscopic  fee  levels,  we  find 
ourselves  in  a  paradoxical  position. 

Colorectal  cancer  is  our  #2  cancer  killer,   just  behind 
lung  cancer.     Our  best  tool  in  reversing  that  trend  is 
diagnostic  and  therapeutic  colonoscopy.  However,  instead 
of  being  a  priority,  colonoscopy  with  lesion  removal  was 
included  among  the  list  of  "overvalued  procedures"  in  the 
Omnibus  Budget  Reconciliation  Act  of  1989   (OBRA  1989) , 
with  an  across-the-board  cut  this  year  of  8-10%,  and  with 
the  Administration's  proposal  for  yet  additional  cuts  for 
next  year. 

B.  Tri-Society  Statement  on  Endoscopic  Utilization  and 
Volume 

Noneitheless,  we  do  have  one  definite  recommendation  to 
offer  with  respect  to  possible  inappropriate  utilization 
of  endoscopic  procedures. 

The  three  major  national  gastroenterology  organizations — 
the  College,  the  American  Gastroenterological  Association 
and  the  American  Society  for  Gastrointestinal  Endoscopy — 
have  joined  together  in  preparing  some  important 
recommendations  on  endoscopic  utilization  and  volume  in 
the  form  of  a  policy  statement  and  recommendations  which 
have  been  approved  by  the  Governing  Boards  of  the  three 
organizations.     We  have  attached  a  copy  of  the  entire 
Statement  as  Appendix  III  to  our  testimony.     We  will 
summarize  here  by  simply  underlining  the  key 
recommendation:  namely,  that  the  federal  government 
provide  reimbursement  for  endoscopies — regardless  of 
where  the  specific  procedure  is  actually  performed  (i.e., 
whether  in  the  hospital,  ambulatory  care  center,  etc.) — 
only  if  two  criteria  are  met:    (1)  that  the  indications 
for  the  procedure  are  consistent  with  consensus  accepted 
practice  guidelines  for  appropriate  utilization  of 
endoscopy  such  as  those  formulated  by  the  American 
Society  for  Gastrointestinal  Endoscopy;  and  (2)  that  the 
physician  has  been  credentialled  by  a  hospital  to  perform 
that  specific  procedure. 
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We  should  note,   in  conclusion,  that  one  of  the  questions 
used  in  the  Battelle  Institute  survey  presented 
gastroenterologists  with  several  different  patient 
scenarios  and  asked  them,   "(i)n  which  of  the  following 
circumstances  would  you  routinely  recommend  endoscopy?" 
In  six  of  the  seven  scenarios  presented  over  95%  of  the 
respondents  indicated  clinical  judgements  regarding 
whether  or  not  an  endoscopy  was  appropriate  which 
conformed  to  the  guidelines  published  by  the  ASGE.  In 
short,  the  survey  results  indicate  that  by  and  large 
compliance  by  gastroenterologists  to  the  ASGE  guidelines 
is  very  high. 

V.  CONCLUSION 

In  conclusion,  ACQ  urges  the  Subcommittee  to  proceed  with 
extreme  caution  with  respect  to  any  new  changes  in  the 
law  to  address  the  volume  or  appropriate  utilization 
issues.     We  do  strongly  commend  for  your  consideration 
the  linking  of  federal  reimbursement  with  proper 
credentials  and  compliance  with  appropriate  use 
guidelines  as  is  set  out  in  the  Tri-Society  Statement  on 
Endoscopic  Utilization  and  Volume.     We  appreciate  the 
opportunity  to  present  our  position,  and  would  be  pleased 
to  answer  any  questions,   either  now  or  for  the  record. 
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APPENDIX  II 


Table  9 

Estimated  1989  Colorectal  Cancer  Death  Rates  by  State 
Expressed  in  Deaths  Per  100.000  Population 

[Adjusted  for  the  U.S.  National  Age  Distribution  in  1970] 


Death  Death 
Area  Rate  Area  Rate 

US  AVERAGE  25 


RHODE  ISLAND 

32 

ALASKA 

22 

NEW  JERSEY 

32 

OREGON 

22 

DELAWARE 

31 

LOUISIANA 

22 

MARYLAND 

31 

GEORGIA 

22 

PENNSYLVANIA 

30 

NORTH  CAROLINA 

22 

MASSACHUSETTS 

30 

TENNESSEE 

21 

OHIO 

29 

SOUTH  CAROLINA 

21 

CONNECTICUT 

29 

NEVADA 

21 

MAINE 

28 

ARKANSAS 

20 

INDIANA 

28 

MONTANA 

20 

NEW  YORK 

28 

CALIFORNIA 

20 

DC  METRO 

27 

HAWAII 

20 

VIRGINIA 

26 

ARIZONA 

19 

ILLINOIS 

26 

WASHINGTON 

19 

WISCONSIN 

26 

OKLAHOMA 

19 

MICHIGAN 

26 

NEW  MEXICO 

18 

KENTUCKY 

25 

MISSISSIPPI 

18 

MINNESOTA 

25 

COLORADO 

18 

KANSAS/MISSOURI 

24 

IOWA 

17 

NEBRASKA 

24 

TEXAS 

17 

NH/VERMONT 

23 

DAKOTAS 

16 

FLORIDA 

23 

WYOMING 

14 

WEST  VIRGINIA 

23 

IDAHO 

13 

ALABAMA 

23 

UTAH 

1 1 
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Table  10 

Comparison  of  State  Rates  Per  1000  Enrolleer.  with  Respect  to  Upper  and  Lower 
GI  Endoscopies  Performed  by  Medicare  Recorded  Gastroenterologists  fGE] 
and  All  Physicians  [All] 


STATE 

GE 

ALL 

STATE 

GE 

All 

LOUISIANA 

43.6 

1 10.5 

TENNESSEE 

24.6 

73.6 

ARKANSAS 

42.5 

92.6 

ILLINOIS 

23.9 

63.8 

NEVADA 

42.2 

72.0 

S  CAROLINA 

23.1 

74.5 

TEXAS 

37.6 

77.1 

HAWAII 

22.9 

64.8 

DC  METRO 

36.6 

122.8 

CALIFORNIA 

22.5 

70.8 

ARIZONA 

34.7 

85.2 

OREGON 

22.4 

71.0 

ALABAMA 

34.2 

96.1 

WASHINGTON 

22.4 

88.5 

NEW  YORK 

33.5 

82.2 

OHIO 

21.9 

96.5 

RHODE  ISLAND 

33.5 

75.7 

INDIANA 

21.3 

84.1 

MARYLAND 

33.1 

91.7 

MICHIGAN 

19.3 

101.2 

NEW  JERSEY 

32.1 

83.1 

COLORADO 

18.9 

59.3 

DELAWARE 

31.7 

92.0 

VIRGINIA 

18.5 

66.1 

NORTH  CAROLINA 

31.5 

77.1 

NH/VERMONT 

14.5 

71.7 

MAINE 

30.5 

82.1 

W  VIRGINIA 

14.0 

68.8 

PENNSYLVANIA 

30.4 

85.9 

NEBRASKA 

12.3 

67.1 

CONNECTICUT 

30.1 

69.3 

DAKOTAS 

12.0 

94.3 

FLORIDA 

27.8 

103.0 

IDAHO 

11.9 

59.1 

MISSISSIPPI 

27.4 

76.5 

WISCONSIN 

11.3 

86.8 

NEW  MEXICO 

27.3 

63.3 

IOWA 

11.2 

62.6 

UTAH 

27.2 

80.3 

KS/MISSOURI 

11.0 

78.5 

MASSACHUSETTS 

27.1 

74.3 

KENTUCKY 

10.7 

71.9 

OKLAHOMA 

27.0 

77.1 

MINNESOTA 

4.0 

58.1 

ALASKA 

24.8 

66.6 
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TR I -SOCIETY  STATEMENT  ON  ENDOSCOPIC  'JTILIZATION  AND  VOLUME 


Congress,  the  Health  Care  Financing  Administration,  other  health 
policy  makers  and  many  physicians  have  expressed  concern  over  the 
recent  growth  In  volume  of  a  variety  oi  procedures  including 
gastrointestinal  endoscopy.  The  reasons  tor  this  are  multiple  and 
complex:  They  Include  the  highly  publicized  colorectal  cancers  in 
public  figures  who  undergo  widely  reported  endoscopic  procedures, 
patient  and  physician  reliance  on  endoscopy  because  of  Its  accuracy 
and  other  advantages,  and  physician  fear5--of  missing  lesions  not 
seen  in  barium  enema  exsminatloni,  among  others. 

The  three  gastrointestinal  societies  (The  American  College  of 
Gastroenterology,  The  American  Ga«troenteroiogical  Association  and 
the  American  Society  for  Gastrointestinal  Endoscopy)  are  strongly 
corrmltted  to  promoting  appropriate  utilization  of  endoscopic 
services,  thus  reducing  the  volume  of  Inappropriate  or  unnecessary 
endoscopic  procedures  while  also  avoiding  under-ut 1 1 Izat Ion.  The 
Societies  believe  that  the  best  way  to  advance  these  goals  -  while 
simultaneously  Improving  quality  of  care  -  Is  to  develop 
scientifically  based  guidelines  and  standards  of  care,  aggressively 
educate  physicians  about  appropriate  utilization,  and  take  steps  to 
ensure  that  only  qualified  physicians  provide  the  services.  To 
facilitate  their  success,  these  actions  should  be  Implemented 
through  the  health  care  payment  process. 

The  three  Societies  support  the  Federal  Government's  Initiative  to 
develop  and  adopt  practice  guidelines  as  a  means  of  ensuring  the 
appropriate  utilization  of  ail  procedures  including  endoscopy  and 
link  reimbursement  to  those  procedures  specifically  Indicated  by  the 
guidelines.  The  Societies  further  propose  that  the  Federal 
Government  Identify  trained  and  competent  practitioners  and 
rein-'.burse  only  those  procedures,  including  endoscopy,  performed  by 
such  physicians  who  have  received  approved  hospital  c r eden t i a i i ng  . 
Cr eaent i a  1 i ng  should  be  p r ocedu r e - s pec  1 f I c  and  be  based  not  on 
specialty  affiliation  or  society  membership,  but  by  documented 
training  and  demonstrated  competence  In  procedural  techniques.  As 
an  aid  to  the  Federal  Government,  and  other  reimbursers,  the  three 
Societies  are  providing  consensus  guidelines  for  the  appropriate 
utilization  of,  and  indications  for,  specific  endoscopic  procedures,^ 
as  veil  as  advisory  guidelines  for  granting  of  endoscopic 
privileges.  We  strongly  urge  the  Government  and  others  to  adopt 
these  Innovative  steps  and  we  firmly  believe  that.  their 
implementation  will  enhance  auallty  of  care  while  limiting  the 
over -ui 1 1  1 zat 1  on   of  unnecessary  procedures. 


122 


Chairman  Stark.  Thank  you.  We  have  a  vote.  I  think,  perhaps, 
the  quickest  thing  to  do,  if  we  could  ask  the  witnesses  to  bear  with 
us  for  about  10  minutes,  is  for  Mrs.  Johnson  and  myself  to  vote 
quickly  and  return.  So  we  will  have  a  brief  recess. 

[Recess.] 

Chairman  Stark.  I  want  to  thank  the  panel  for  their  patience.  I 
hardly  know  where  to  begin  raising  questions.  I  can  look  at  some 
numbers  that  trouble  me,  and  they  trouble  me  without  even  men- 
tioning the  procedures  because,  as  I  say,  most  of  them  I  can't  pro- 
nounce or  understand. 

But  in  looking  at  a  list  of  procedures,  and  I  presume  this  is  what 
HCFA  is  paying  out,  internal  medicine  had  an  annual  change  from 
85  to  87  in  charges  per  beneficiary  of  about  9.5  percent,  and  its 
annual  quantity  change  which,  I  assume,  is  volume,  was  4.5  per- 
cent. 

So  you  say,  "There  we  are.  That  doesn't  sound  outrageous  to 
me."  I  suppose  that  is  something  we  can  live  with.  I  always  look  at 
emergency  services.  I  say,  "OK;  that  ought  to  be  pretty  hard  to 
game.  Not  many  patients  break  their  leg  just  to  have  a  chance  to 
go  in  and  schmooze  with  the  emergency  room  doctor." 

I  think  the  DRG  classifications  for  what  are  emergency  services 
are  pretty  well-defined.  It  isn't  the  person  who  happens  to  have  the 
flu  who  goes  into  an  emergency  room.  These  services  went  up 
almost  20  percent  per  patient,  but  there  was  only  an  11  percent  in- 
crease in  quantity.  The  charges  went  in  2  years  from  $287  million 
to  $428  million.  That  is  a  lot  of  1  and  2  percents. 

But  then  there  are  a  lot  of  procedures  where  the  annual  change 
in  volume  is  going  up  at  the  rate  of  18  percent,  and  the  charges  are 
going  up  at  the  rate  of  25  percent.  You  all  know  the  great  rule;  25 
percent  a  year  means  it  doubles  in  3  years.  We  are  talking  about 
total  charges  of  $17  billion. 

It  doesn't  take  many  3-year  doublings  to  say  pretty  soon,  we  are 
sounding,  here,  like  the  Department  of  Defense.  Having  said  that, 
that  just  kind  of  identifies  the  grand  problem.  Then  we  get  to  the 
other  end.  Incomes  of  physicians  have  been  going  up  at  about  the 
same  rate.  That  is  understandable.  All  of  this  is  somewhat  higher 
than  normal  inflation. 

I  am  still  troubled  by  not  being  able  to  understand  what  moti- 
vates my  own  internist.  I  know  him.  I  have  no  idea  how  much 
money  he  makes.  I  suspect  it  is  a  comfortable  living,  and  I  suspect, 
because  he  is  in  a  rather  well-to-do  suburb  in  California,  it  is  prob- 
ably a  lot  higher  than  the  national  average. 

I  don't  know  what  is  going  to  make  him  change  his  style  of  prac- 
tice. I  am  not  so  sure  that  he  would  think  that  he  is  doing  any- 
thing very  antediluvian  or  that  it  isn't  in  the  best  tradition  of 
modern  medicine.  But  I  am  going  to  ask  you  all  to  help  me,  and  I 
am  going  to  ask  you  do  this  after  we  conclude  the  hearings;  what 
do  these  changes  of  3  or  4  percent  in  fees  mean  to  the  members  of 
your  own  societies? 

Dr.  Winters,  all  of  a  sudden,  we  are  not  doing  pacemakers  any- 
more; right?  That  is  kind  of  passe.  Some  time  ago,  we  were  spend- 
ing a  lot  of  money  on  them.  Now,  we  are  doing  other  things  that 
are  expensive,  and  the  procedures  are  growing.  So  I  suspect  if  we 


123 


changed  the  price  on  pacemaker  implanting,  it  wouldn't  have  af- 
fected anything.  That  might  have  just  gone  the  way  of  technology. 

Help  me,  if  you  will,  subsequent  to  the  hearing,  to  give  me  some 
idea  of  what  this  means  to  the  individual  practitioners  in  your  own 
fields.  My  guess  is  that  cardiologists  have,  in  their  little  black  bag, 
a  lot  more  procedures  that  are  expensive  that  they  can  use,  and  by 
virtue  of  the  kinds  of  patients  they  are  getting,  those  might  be  in 
there. 

The  internist,  I  guess,  does  a  whole  lot  of  annual  physicals.  If 
every  one  of  us  assumed  that  our  annual  physical  will  be,  at  least, 
in  the  range  of  A  to  B  plus,  there  is  nothing  else  to  do.  So  you 
charge  $150  or  $90  or  whatever  you  charge  for  a  physical  and 
maybe  $40  for  an  EKG  or  whatever  else  you  might  do,  and  you  are 
done. 

What  is  8  percent,  or  2  percent  going  to  do  to  that  person?  I  sus- 
pect, not  much.  I  don't  know  that.  But  this  will  help  me,  I  think, 
and  our  committee  members  understand  the  nature  of  our  actions 
and  how  it  impacts  on  the  person  in  the  office. 

I  appreciate  your  testimony.  I  am  not  sure  that  practice  guide- 
lines, by  themselves,  can  do  the  trick.  They  certainly  couldn't  be 
mandatory  because  the  physicians  would  revolt,  en  masse,  at  that 
and  we  wouldn't  know  which  ones  to  accept  or  not. 

So  it  seems  to  me  they  are  going  to  be  pretty  advisory  and  they 
may  help  some  in  malpractice  defense.  I  think  they  may  help 
review  organizations  made  up  of  members  of  your  peers  to  decide 
where  there  is  an  indication  that  there  is,  in  general,  overuse  or 
use  of  a  procedure  that  may  not  yield  any  results. 

That  may  all  help,  but  the  only  thing  that  I  can  think  of  thus  far 
is  bargaining  with  you  for  fees.  If  we  knew  a  better  way,  I  guess  we 
would  try  it.  I  just  hope  that  you  will  continue  to  bargain  with  us. 
Tension  isn't  so  bad  for  the  system.  Contention  doesn't  get  us  any- 
where. So  as  long  as  I  can  keep  your  attention  and  you  will  contin- 
ue to  bargain  with  our  committee  and  HCFA,  I  think  maybe  we 
will  begin  to  find  some  ways  that  we  can  effect  this  in  a  way  that 
you  can  live  with  professionally,  and  that  we  can  afford. 

I  want  to  just  thank  you  for  your  undertaking  to  help  us  in  a 
spirit  of  real  cooperation.  It  is  appreciated,  and  your  patience  in 
dealing  with  lay  people  like  myself  who  really  have  trouble  under- 
standing all  of  the  problems  that  you  all  face  is  appreciated.  I 
thank  you  for  your  testimony. 

Mrs.  Johnson. 

Mrs.  Johnson.  Thank  you,  Mr.  Chairman.  I  just  wonder  if  any  of 
them  have  any  comment  on  your  question  that  you  had  been 
asking  earlier.  I  had  been  kind  of  hearing  the  conversation  in  a  dif- 
ferent context.  In  the  long  run,  if  we  are  to  live  within  that  cap, 
the  volume  cap,  we  have  two  choices,  in  my  estimation.  You  con- 
trol volume  through  using  guidelines  and,  therefore,  rationally  try 
to  reduce  volume. 

I  think  the  testimony  has  been  interesting  here,  today,  that  that 
is  working  but  it  is  not  comprehensive,  yet.  If  you  don't  succeed  in 
doing  that,  then  we  will  control  volume  through  fee  adjustment. 

That  is  why  the  question  that  the  chairman  is  raising,  what  real 
impact  will  3  percent  have  next  year,  or  0  percent  is  significant?  It 
seems  to  me  in  my  eclectic  travels  through  my  district  that  some  of 
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the  sophisticated  practitioners  won't  be  very  affected  by  that.  Some 
of  the  smaller  practitioners  in  smaller  towns  that  have  a  very  high 
Medicare  population,  may  be  affected. 

In  your  experience,  how  much  will  it  matter  whether  we  give  an 
increase  of  3  percent  or  4  percent  or  5  percent,  or  1  percent  or  0 
percent? 

Dr.  Chobanian.  Mrs.  Johnson,  that  has  major  impact.  From  the 
survey  that  we  performed,  and  the  Battelle  Institute  performed,  we 
found  that  five  CPT4  codes  comprised  50-percent  of  the  Medicare 
income  of  gastroenterologists.  So  our  greatest  concern  is  the  fact 
that  our  major  tool  for  identifying  and  treating  digestive  disorders 
will  be  cut  tremendously  by  this  continued  application  of  the  so- 
called  overvalued  procedures.  A  50  percent  cut,  that  is  a  lot. 

My  members  are  very  concerned.  I  think  what  we  have  brought 
to  you  today,  in  terms  of  our  recommendation,  think  about  linking 
reimbursement  to  hospital  credentialing  is  a  very  important  issue. 
Unlike  surgical  procedures,  there  is  something  about  endoscopy 
that  ill-trained  or  untrained  physicians  feel  they  can  accomplish. 

No  untrained  physician  in  his  right  mind  is  going  to  attempt 
neurosurgery,  cardiac-bypass  surgery,  or  cataract  repairs.  However, 
there  is  something  about  endoscopy  where  many  poorly  trained 
physicians*: who  are  not  specialists  in  the  field  are  running  out, 
buying  endoscopes  and  performing  these  procedures.  They  are 
doing  it  in  their  offices,  outside  the  hospital  setting,  because  they 
know  they  can't  get  credentialing  in  hospitals  because  of  their  lack 
of  training. 

So  I  feel  that  you  can  get  a  grip  on  the  volume  issue  by  ap- 
proaching the  issue  with  our  recommendations. 

Dr.  Boyle.  Mrs.  Johnson,  I  think  your  question,  as  it  is  framed, 
has  a  tremendous  amount  of  importance  on  how  we  proceed  in  the 
future,  particularly  with  the  chairman's  concern  that  guidelines 
are  not  going  to  work,  therefore  we  have  to  dicker  about  the  level 
of  fee,  because  what  will  happen  is  if  you  decide  we  are  just  to  con- 
cern ourselves  either  with,  one,  limiting  the  aggregate  total 
amount  of  money,  or,  two,  approaching  this  from  the  standpoint  of 
fees,  then  the  result  is  going  to  be  not  what  you  wanted. 

I  can  say  that  from  experience  having  served  as  an  officer  in  a 
local  medical  association,  a  State  medical  association,  and  the 
American  Medical  Association,  as  well;  that  is,  that  the  folks  you 
really  want  to  get  after  are  those  who  are,  indeed,  abusing  the 
system.  The  folks  that  you  are  going  to  be  hurting  are  those  who 
are,  indeed,  trying  to  practice  good  serious,  conscientious  medicine. 

Mrs.  Johnson.  So  you  would  agree  with  my  colleague  from 
Michigan's  earlier  statement  that  the  more  conservative  practition- 
ers tend  to  get  hurt  the  most  by  failure  to  increase  reimbursements 
realistically. 

Dr.  Boyle.  Absolutely.  What  will  happen  is  the  crooks,  and  be- 
lieve me,  there  are  crooks.  I  make  no  bones  about  that — they  will 
always  figure  out  some  way  around  it.  Practice  guidelines,  on  the 
other  hand,  have  a  very  positive  effect  if  they  are  implemented  ap- 
propriately. The  Medicare  program,  right  now,  is  in  a  state  of 
severe  disrespect  and  lack  of  credibility  among  the  average  practic- 
ing physicians  in  this  country. 
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They  are  absolutely  disturbed  out  of  their  minds  about  the  way 
in  which  they  are  harassed.  There  are  no  guidelines  except  those 
that  exist  in  the  imaginations  of,  perhaps,  10,000  reviewers  and 
members  of  PRO's  around  the  country. 

Scientifically  based,  soundly  developed,  guidelines  which  are 
credible  to  the  profession — that  means  that  the  specialty  societies 
accept  their  responsibility  to  see  to  it  that  they  are  explained,  that 
they  are  disseminated,  and  then  incorporated  into  the  payment 
system  in  such  as  fashion  that  says  to  the  Utilization  Review  Com- 
mittee, "These  are  the  rules.  We  have  talked  about  them.  The  Gov- 
ernment and  medicine  has  talked  about  them.  This  is  the  way  the 
game  is  going  to  be  played,"  and  gives  the  same  information  to  the 
PRO. 

We  will,  all  of  a  sudden,  begin  to  restore  that.  Now  there  is  in- 
centive on  the  part  of  the  profession  to  say,  "Yeah;  we  want  to 
make  this  work." 

There  is  one  other  thing  that  you  could  do,  and  that  is  to  begin 
to  think  about  giving  medical  societies,  specialty  societies  and  State 
medical  societies,  protection  from  problems  that  arise  out  of  anti- 
trust, the  Federal  Trade  Commission  Rules  and  Regulations,  and 
those  sorts  of  things,  if  they  try  to  actually  implement  that. 

If  they  were  to  try  what  Dr.  Chobanian  says  right  now  and  use 
guidelines  of  some  kind  as  a  credentialing  mechanism,  all  the 
ASGE  people,  and  the  ACG  people,  and  the  AGA  people,  would  be 
up  in  front  of  a  court  trying  to  explain  why  they  wanted  to  impede 
the  business  practices  of  these  other  folks. 

These  are  things  that  can  work  if  you  stop  people  calling  up — 
sending  a  letter  to  a  physician  and  saying,  "Your  practice  of  medi- 
cine is  inadequate  in  this  specific  patient  because  you  didn't  order 
this  one  blood  test,"  and  sends  along  a  message  that  says,  "If  you 
have  a  question  of  this  diagnosis,  you  should  do  this  blood  test." 

The  physician  goes  out  of  his  mind,  and  he  says,  "There  wasn't 
any  question  about  the  diagnosis.  I  knew  what  I  was  treating.  I 
have  been  treating  that  patient  for  20  years,  and  this  is  about  the 
fifth  or  sixth  time  that  I  have  treated  that  patient."  And  he  goes 
crazy.  He  spends  3  months  because  they  have,  besmirched  his  repu- 
tation; two,  they  have  assigned  five  sanction  points,  and  this 
doctor,  now,  is  really  threatened. 

If  that  PRO  had  been  required  to  look  at  commonsense  guide- 
lines and  rules  of  behavior,  he  would  have  no  problem.  And  the 
physicians  would,  then,  be  committed  to  trying  to  make  the  system 
work  rather  than  trying  to  figure  out,  "How  can  I  get  these  jack- 
asses off  my  back?" 

Chairman  Stark.  Would  the  gentlelady  yield? 

Mrs.  Johnson.  Yes;  absolutely. 

Chairman  Stark.  Dr.  Boyle,  I  understand  your  concern  and  also 
Dr.  Chobanian's.  But  let  me  try  this  on  you.  Last  year,  we  had 
11,000  or  12,000  new  physicians  in  the  country.  6,000  or  7,000  of 
them  became  specialists.  Arguably,  there  is  not  a  shortage  of  doc- 
tors at  this  point.  So  these  guys  have  got  to  work  someplace; 
brightest  kid  in  the  high-school  class,  leader  in  the  community,  30 
years  old  and  is  $120,000  in  debt. 

We  have  got  a  new  specialist  in  town,  and  they  have  got  to  find  a 
place  to  practice  their  profession.  In  my  county,  there  is  an  inter- 
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esting  kind  of  an  issue.  It  deals  with  PRO's.  It  is  a  unique  situation 
with  about  1,200,000  people,  about  a  million  of  them  insured.  Half 
belong  to  Kaiser  and  half  are  getting  their  medical  care,  arguably, 
from  the  fee-for-service  community  in  Alameda  County;  200,000  are 
taking  their  chances.  We  have  a  high  poor  population  that  is 
dumped  on  the  county  hospital. 

Kaiser  practices  with  half  the  number  of  physicians  per  thou- 
sand that  the  rest  of  the  county  practices  with,  and  it  has  maybe  a 
third  the  number  of  hospital  beds  per  thousand  that  the  rest  of  the 
county  has.  You  will  get  discussion  in  my  county  from  people  who 
don't  belong  to  Kaiser  who  say,  '*I  will  never  join  it,"  and  people 
who  belong  to  Kaiser  who  say,  "I  will  never  go  anyplace  else." 

On  balance,  as  I  judge  my  mail,  I  don't  get  any  more  complaints 
one  place  than  the  other.  But  Kaiser  doesn't  have  peer  review 
either.  Arguably,  their  people  are  more  healthy. 

But  Kaiser  is  subject  to  the  same  kind  of  malpractice  suits  that 
anybody  else  is,  and  I  don't  know  as  they  have  any  more.  So,  with- 
out trying  to  suggest  that  we  ought  to  turn  the  world  into  a  staff- 
model  HMO,  which  HCFA  has  suggested  in  the  past,  I  might  add, 
how  do  we  deal  with  this?  It  is  there.  The  doctors,  themselves. 
Board-certified  internists,  are  referring  to  cardiologists  or  gastroen- 
terologists — it  is  the  same  kind  of  a  structure,  yet  we  are  using  less 
of  it,  and  of  course,  they  are  not  concerned. 

They  are  on  a  risk  contract  with  me,  so  if  a  procedure  price 
changes,  it  isn't  going  to  change  much  for  them.  But  their  costs 
aren't  going  up  as  fast.  What  do  I  make  out  of  that?  Anything?  It 
is  the  community  I  return  to  every  weekend,  and  I  see  these  vast 
differences. 

They  are  not  hiring  a  whole  lot  of  new  specialists.  Tell  me. 

Dr.  Chobanian.  To  take  that  to  the  extreme,  Mr.  Chairman,  I 
was  in  one  of  the  largest  socialized  medical-care  systems  in  the 
world,  in  the  U.S.  Navy,  for  10  years. 

Chairman  Stark.  The  largest  socialized  medicine  operation  in 
the  world.  You  are  right.  And  not  bad. 

Dr.  Chobanian.  Our  gastro  clinic  had  eight  doctors,  one  nurse, 
six  corpsmen.  We  did  four  colonoscopies  a  week.  In  private  prac- 
tice, I  have  thirty-3  employees  for  six  gastroenterologists.  We  are 
doing  on  the  order  of  40  procedures  a  day  in  what  was  the  first 
Medicare-licensed  endoscopy  surgical  center. 

I  would  have  to  say  that,  on  average,  the  care  is  near  optimal 
where  I  am  at  now.  We  underutilized  in  the  Navy  to  a  great 
extent.  Patients  fell  through  the  cracks.  People  with  Hemoccult- 
positive  stools  suggesting  colon  cancer  have  to  wait  4,  5,  6  months 
to  get  a  colonoscopy.  So  there  is  underutilization  as  well  as  overuti- 
lization. 

Mr.  HiNES.  Mr.  Chairman,  I  can't  answer  your  particular  exam- 
ple because  

Chairman  Stark.  I  don't  know  what  there  is  to  answer.  I  just 
want  to  give  you  an  idea  about  what  I  

Mr.  HiNES.  I  think  it  is  interesting,  but  I  have  a  somewhat  simi- 
lar experience  as  a  physician  in  a  large  multispecialty  clinic  of 
about  300  physicians,  and  we  have  a  large  HMO  as  part  of  our 
clinic.  We  have  a  lot  of  satellite  clinics  to  serve  that  HMO,  also,  as 
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well  as  fee-for-service.  So  it  is  a  large  fee-for-service  as  well  as 
HMO. 

I  truly  believe  that  we  give  the  same  care  by  the  same  physicians 
to  both  types  of  payment.  The  important  thing,  I  think,  is  that  both 
fee-for-service  patients  and  HMO  patients  get  preventive-medicine 
care  such  as  colonoscopy  when  it  is  indicated.  So  I  feel  that  care  is 
the  same. 

Chairman  Stark.  I  guess  I  can't  really  question  the  quality  of 
care.  That  is  not  even  suggested  in  my  comment.  It  is  just  that,  as 
somebody  mentioned  earlier,  there  is  the  difference  in  practice  be- 
tween New  Haven  and  Boston,  arguably  both  with  excellent  medi- 
cal schools,  and  with  board-certified  specialists  in  every  specialty 
you  can  imagine. 

Yet,  there  are  just  differences  in  price  and  numbers  of  proce- 
dures that  are  double.  Nobody  knows  the  answer.  All  I  am  suggest- 
ing is  that,  when  you  are  faced  with  this  uncertainty  out  there 
about  why  these  things  happen,  the  only  certain  thing  that  I  can 
see  is  this  15  percent  a  year  compound  growth  rate. 

I  am  puzzled  by  how  we  get  a  handle  on  it.  The  easy  way  is  what 
we  did  with  the  hospitals.  That  isn't  the  easy  way  for  you.  I  would 
just  say,  ''Cut  the  money,  guys,"  and  you  worry  about  how  to 
ration  it  out  among  yourselves. 

I  would  like  to  think  we  can  be  more  elegant  than  that  and  do  a 
better  job.  I  am  not  suggesting  that  you  are  not  helping,  but  I  just 
am  trying  to  suggest  that  as  you  try  to  make  any  sense  out  of  all 
this,  arguably,  everybody  wants  us  to  cut  the  other  guy's  fees.  That 
is  pretty  easy  to  understand. 

You  want  to  have  practice  guidelines.  I  would  presume  that  is 
what  is  done  in  an  HMO. 

Dr.  Boyle.  Mr.  Chairman,  I  am  from  California,  originally  and, 
until  5  years  ago,  was  in  practice  in  Los  Angeles.  I  have  been  all 
over  the  State.  I  am  familiar  with  Kaiser  in  Alameda  County,  some 
of  the  frictions  between  the  fee-for-service  and  

Chairman  Stark.  Oh,  yes.  Obviously,  these  guys  are  sniping  at 
each  other  all  the  time. 

Dr.  Boyle.  I  think  they  are  doing  better  now.  But,  in  any  event,  I 
am  familiar  with  that.  They  have  the  most  effective  form  of  prac- 
tice guideline  application  and  peer  review  you  can  possibly  have  in 
the  world.  They  are  a  partnership.  Kaiser  is  a  medical  partnership. 
Believe  me,  in  Kaiser,  if  you  don't  tow  the  mark,  you  are  not  a 
member  of  that  partnership  very  much  longer. 

Chairman  Stark.  You  know  that  going  in,  don't  you?  When  you 
sign  up  to  go  to  work  there,  that  is  part  of  what  you  agree  to  do. 

Dr.  Boyle.  Right.  Second,  the  profit  that  they  make  that  goes  to 
the  partnership  over  and  above  salary  and  all  the  rest  of  that 
doesn't  come  from  physician  services.  It  comes  from  the  use  of  an- 
cillary services  and  hospital  services.  They  have  absolutely  the 
deadliest  advantage  over  anybody  in  the  world  in  that  they  can 
control  their  hospital  growth. 

They  can  say,  "OK;  we  have  x  number  of  members.  We  are  going 
to  need  x  number  of  beds."  That's  all  they  have,  until  they  begin  to 
have  a  waiting  line.  When  they  begin  to  have  a  waiting  line,  they 
say,  ''Well,  we  better  build  another  hospital." 
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The  look  at  all  the  other  resources  that  they  use.  For  a  time, 
when  they  wanted  to  have  cardiovascular  catheterization,  imaging, 
surgery,  coronary  artery  surgery,  they  didn't  do  it  at  Kaiser.  They 
had  a  contract  with  Stanford,  or  someplace  else. 

Chairman  Stark.  Until  they  get  enough  volume  to  make  it  cost- 
effective  and  then  they  buy  their  own. 

Dr.  Boyle.  That's  right.  I  was  in  pulmonology  in  Los  Angeles.  We 
had  a  great  pulmonary  lab  until  it  got  to  the  point  where  Kaiser 
felt  that  they  were  perceived  as  not  having  adequate  quality  of 
care  in  the  community.  They  didn't  have  a  pulmonary  lab.  They 
didn't  send  anybody  to  us.  They  didn't  send  anybody  to  anybody 
outside  at  all. 

You  can  do  it  that  way  if  you  want  unless  you  have  got  competi- 
tion. And  I  have  maintained  from  the  beginning  that  the  people  in 
fee-for-service  need  Kaiser  because  that  is  the  only  control. 

As  you  know,  the  foundation  in  San  Joaquin — Bob  Cornath's 
thing — competes  very  well  with  Kaiser.  They  do  it  real  well.  On 
the  other  hand.  Kaiser  needs  us  to  assure  that  there  is  accountabil- 
ity in  the  quality  of  care  

Chairman  Stark.  Lest  you  think  I  am  about  to  join  up  with  Tom 
Burke  and  Dr.  Bohen  and  Bill  Roper  and  say  that  we  ought  to  turn 
the  country  into  one  big  HMO — I  stewed  with  that.  Their  theory 
was  that  we  would  never  control  costs  unless  we  went  to  capita- 
tion. Maybe  that  is  so,  but,  just  to  put  your  minds  at  ease,  it  isn't 
going  to  happen,  if  not  politically,  your  profession  would,  probably, 
not  ever  let  it  happen. 

On  the  other  hand.  Kaiser,  in  my  opinion,  and  I  don't  think  I  am 
being  just  parochial,  does  a  good  job.  We  have  had  two  or  three  ex- 
amples of  real  con  artists.  The  guy  at  IMC  in  Florida  who  is  sitting 
in  Venezuela,  or  someplace,  with  $30  million  of  our  Government's 
money,  and  the  person  who  ran  paracilsys  or  whatever  it  was  in 
Los  Angeles.  We  unwittingly  gave  those  guys  a  license  to  steal,  and 
they  left  a  lot  of  your  peers  holding  the  bag  for  bills  that  never  got 
paid.  As  a  result  a  lot  of  hospitals  went  broke. 

Kaiser  operates  under  the  same  rules,  but  these  people  just  got 
in  and  turned  the  system  on  its  head.  I  guess  the  only  reason  that 
Kaiser  is  what  it  is  is  because  it  has  been  around  for  so  long,  it  has 
become  an  institution,  without  any  help  from  the  Federal  Govern- 
ment or  any  restrictions  by  HCFA.  It  just  grew,  and  it  developed, 
and  it  is  there. 

God  knows,  I  don't  know  how  you  create  another  one.  You  make 
one  symphony  conductor,  but  nobody  has  figured  out  how  to  write 
a  computer  program  to  create  a  second  one. 

You  are  right.  That  kind  of  competition.  Dr.  Boyle,  is  exactly  the 
kind  I  can  accept,  not  the  kind  of  competition  that  says,  you  are 
going  to  offer  me  some  test  for  $5  less  because  I  don't  know  wheth- 
er that  is  a  good  buy  or  not,  but  the  same  competition  that  I  can 
suggest  that  we  continue  between  private  and  public  schools. 

I  am  a  great  advocate  of  public  schools,  but  I  thank  God  that 
there  are  private  schools  out  there  that  have  the  luxury  to  be  able 
to  experiment  and  try  new  things  and  provide  some  interesting 
challenges  to  the  public  schools.  Maybe  there  is  a  way  we  can 
foster  that  in  medicine.  I  don't  know. 
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Dr.  Winters.  Mr.  Chairman,  I  would  just  like  to  make  a  com- 
ment. You  can  influence  physician  behavior  by  putting  them  in  an 
HMO  and  restricting  their  activities  to  within  the  organization  of 
the  HMO,  but  you  can  also  influence  physician  behavior  by  educa- 
tion and  by  example.  The  hospital-medical  complex  in  this  country 
is  an  enormous  business. 

Most  of  us  think  that  if  given  enough  time  and  enough  pressure 
from  the  various  medical  societies  these  matters  that  we  have  dis- 
cussed this  morning  of  trying  to  influence  physician  behavior  may 
work.  . 

It  has  only  been  the  last  several  years  that  the  urgency  of  this  is 
becoming  apparent. 

Once  we  develop  guidelines  and  procedural  tactics,  we  hope  the 
people  on  the  other  end  of  the  line — the  third-party  payers — would 
come  around  to  using  the  same  guidelines.  That  is  not  the  case  at 
the  present  time. 

Chairman  Stark.  Oh,  yes;  I  know  it. 

Dr.  Winters.  The  guidelines  of  the  third-party  payers,  including 
what  Medicare  is  using,  are  unknown  to  most  of  us. 

Chairman  Stark.  My  hope  is  that  I  am  going  to  sell  you  guys 
someday  on  the  single-payer  theory,  not  because  you  are  going  to 
think  that  it  is  going  to  do  very  much  to  increase  your  incomes,  but 
when  I  start  singing  those  siren  songs  of  no  paperwork,  I  am  going 
to  have  you  guys  all  chomping  at  the  bit  to  get  to  my  single-payer 
plan.  Just  imagine;  just  stick  that  card  in  the  machine  and  it  is  all 
done,  and  the  money  ends  up  in  your  bank,  and — no  bad  debts.  You 
are  going  to  love  it. 

Dr.  Chobanian.  It  sounds  too  good. 

Chairman  Stark.  It  sounds  kind  of  seductive,  doesn't  it?  I  figure 
I  know  how  to  get  you  in. 

Thank  you  very  much.  We  will  look  forward  to  working  with  you 
as  we  wind  our  way  through  this.  The  Senate,  as  you  know,  came 
out  with  about  $2  billion  in  Medicare  budget  cuts  to  our  $1.7  bil- 
lion. The  word  is  that  there  will  be  a  big  secret  meeting  at  the 
White  House  this  Sunday. 

So  keep  tuned  for  further  developments  and  we  will  stay  in 
touch.  Thank  you.  The  committee  stands  adjourned. 

[Whereupon,  at  1:05  p.m.,  the  hearing  adjourned.] 

[Submissions  for  the  record  follow:] 
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The  Honorable  Pete  Stark 
Chairman,  Subcommittee  on  Health 
Committee  on  Ways  and  Means 
U.S.  House  of  Representatives 
1102  Longworth  House  Office  Building 
Washington,  D.C,  20515 


Dear  Mr.  Chairman: 

On  May  3,  1990,  the  Subcommittee  on  Health  of  the  Ways  and 
Means  Committee  held  a  hearing  on  issues  related  to  the 
increase  in  the  volume  of  Medicare  physician  services  and 
recent  legislation  and  regulations  designed  to  reform  the 
system  of  physician  payment.    You  indicated  at  the  hearing 
that  the  Subcoimiittee  would  be  pleased  to  receive  written 
statements  for  the  record. 

As  you  know,  the  American  Academy  of  Otolaryngology-Head 
and  Neck  Surgery  has  played  a  constructive  role  in  working 
with  the  Congress  and  the  Administration  to  develop 
workable  reforms  to  the  way  Medicare  pays  for  physicians' 
services.    We  hope  to  continue  to  work  cooperatively  with 
the  Congress  and  HCFA  during  the  implementation  phase  of 
the  reform  package  the  Congress  passed  into  law  in  the 
Omnibus  Reconciliation  Act  of  1989.    I  believe  we  all  share 
the  sentiment  that  it  is  very  important  to  successfully 
implement  this  legislation.    With  the  above  in  mind,  the 
AAO-HNS  would  like  to  comment  on  the  recent  recommendations 
of  Secretary  Louis  Sullivan  on  the  level  for  the  volume 
performance  standards  set  for  1991. 

The  Secretary  has  recommended  an  8.6%  increase  in 
expenditures  for  both  surgical  and  non  surgical  services, 
before  increases  to  account  for  statutory  increases  in 
Medicare  coverage,  which  brought  the  targets  to  8.7?^  and 
10.5%,  respectively.    The  Secretary  arrived  at  the  8.6% 
figure  by  adding  together  factors  that  accounted  for  the 
increase  and  aging  of  the  Medicare  population  (1.3%), 
inflation  (3.6%),  and  other  factors  (3.7%). 


EXECUTIVE  VICE  PRESIDEtvIT 
JEROME  C  GOLDSTEIN.  MD 


ANNUAL  MEETING      •      SEPTEMBER  9-13,  1990      •      SAN  DIEGO,  CA 


131 


The  Academy  is  concerned  that  the  Secretary's  recommended 
volume  performance  standard  is  so  much  lower  than  the 
historical  rates  of  growth,  and  that  such  standards  will 
undermine  the  process  before  it  has  a  chance  to  work.  We 
are  particularly  concerned  because  the  Department  of  Health 
and  Human  Services  would  seem  to  be  sending  a  clear  signal 
to  physicians  that  they  do  not  really  intend  to  work  with 
physicians  cooperatively  to  try  to  gain  control  of  the 
growth  in  volume.    In  our  opinion,  mutual  cooperation, 
trust,  and  reasonableness  are  essential  to  making  the 
reforms  Congress  passed  last  year  work. 

We  have  already  begun  the  process  of  working  with  members 
of  the  American  Academy  of  Otolaryngol ogy-Head  and  Neck 
Surgery  to  inform  them  about  the  recent  legislation,  and  to 
develop  ways  to  reduce  utilization  without  affecting  the 
quality  of  care.    We  feel  that  such  volume  performance 
standards  could  result  in  a  sense  of  frustration  and 
seeming  inability  to  meet  a  volume  performance  standard  in 
spite  of  a  physician's  best  efforts.    This  will  eventually 
erode  the  cooperative  efforts  of  physicians  who  are 
providing  the  care  to  Medicare  beneficiaries. 

Furthermore,  given  no  prior  experience  with  volume 
performance  standards,  it  seem  unwise  to  depart  so  greatly 
from  historical  experience  at  a  time  when  major  policy 
decisions  that  will  affect  physicians'  ability  to  meet 
these  standards  still  have  not  been  made.    In  particular 
decisions  on  the  definition  of  surgical  services,  how  to 
treat  visit  codes,  and  the  second  set  of  basic  resource- 
based  relative  values  for  thirteen  specialty  groups  still 
have  not  been  announced.    In  addition,  this  specialty's 
representative  to  the  technical  review  panel  that  is 
working  with  Dr.  Hsiao  at  Harvard  on  relative  values  has 
been  asked  to  return  to  Boston  this  summer  to  further 
refine  the  resource-based  relative  values  upon  which  the 
fee  schedule  is  being  built.    This  is  a  very  complex  reform 
package,  and  in  order  to  make  it  work  for  the  good  of  all, 
prudence  would  suggest  that  targets  be  more  in  line  with 
historical  experience. 

We  are  particularly  concerned  because  there  seems  little 
real  value  in  setting  targets  so  low.    As  a  matter  of  fact. 
Congress  has  limited  any  ultimate  reductions  in  fees  that 
could  result  from  performance  that  did  not  meet  the  targets 
to  1%.    Much  larger  reductions  off  the  historical  base  will 
not  result  in  larger  reductions  in  fees,  but  could  erode 
the  active  cooperation  of  physicians  in  the  field.  The 
Academy  feels  it  is  important  to  make  the  physician  payment 
reforms  passed  last  year  work,  and  is  committed  to 
cooperate  with  the  Administration  and  Congress  to  do  just 
that. 

We  appreciate  the  opportunity  to  express  our  views  to  the 
Subcommittee,  and  stand  ready  to  assist  you  in  your  work 
and  deliberation  in  any  manner  that  might  be  helpful. 


Si  nee re V 


Richard  T.  Farrior,  M.D. 
President 
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STATEMENT  OF  THE  AMERICAN  COLLEGE  OF  RHEUMATOLOGY 

FISCAL  YEAR  1991  BUDGET  ISSUES  RELATED  TO  THE 

INCREASE  IN  THE  VOLUME  OF  MEDICARE  PHYSICIAN  SERVICES 

The  American  College  of  Rheumatology  (ACR)  appreciates  this  opportunity  to  provide  a 
statement  for  the  hearing  record  on  the  volume  of  Medicare  physician  services  and  the 
means  of  addressing  this  problem. 

We  are  the  only  professional  organization  of  physicians  and  scientists  devoted  to  the 
study,  treatment,  and  care  of  people  with  rheumatic  diseases,  in  addition  to  the 
education  of  professionals  who  care  for  such  afflicted  individuals.  A  rheumatologist  is  a 
specialist  who  provides  medical  care  to  patients  with  rheumatic  diseases,  which  affect 
not  only  bones,  joints,  and  muscles,  but  also  the  immune  system  and  other  organs  such  as 
heart,  lung,  gastrointestinal  tract,  and  kidneys.  Osteoarthritis,  rheumatoid  arthritis, 
gout,  systemic  lupus  erythematosus,  bursitis,  and  osteoporosis  are  only  representative  of 
the  more  than  one  hundred  different  types  of  rheumatic  diseases  that  affect  more  than 
37  million  people  in  the  United  States,  and  which  are  the  leading  cause  of  disability,  and 
absenteeism  in  the  workplace.  With  special  training  and  expertise,  rheumatologists  are 
uniquely  qualified  among  physician  specialists  to  provide  high  quality  medical  care  to 
people  with  rheumatic  diseases  in  a  cost-effective  manner,  and  to  lead  the  team  of 
health  care  professionals  who  assist  in  treating  and  caring  for  people  with  these 
diseases. 

We  have  actively  supported  and  were  very  pleased  to  see  the  recent  enactment  of  the 
new  Medicare  fee  schedule  based  on  the  resource-based  relative  value  scale.  In 
conjunction  with  the  new  fee  schedule,  ACR  has  supported  the  use  of  practice  guidelines 
as  a  means  of  controlling  the  volume  of  ineffective  services.  We  will  elaborate  on  our 
views  in  this  statement,  but  would  first  like  to  reiterate  two  points  we  have  raised 
before,  which  will  affect  the  volume  of  Medicare  services. 

Medicare  Volume  Performance  Standards 

The  ACR  has  supported  the  use  of  practice  guidelines  to  control  the  volume  of 
ineffective  services  over  the  expenditure  target,  or  recently  enacted  Medicare  Volume 
Performance  Standard  (VPS).  However,  as  the  VPS  has  become  a  reality,  we  urge  the 
Congress'  caution  in  setting  this  standard  and  in  addressing  its  relationship  to  the  new 
RBRVS  fee  schedule.  Specificially,  we  have  concerns  over  the  development  of  a  separate 
target  or  standard  for  surgical  services.  Though  the  Health  Care  Financing 
Administration  and  the  Physician  Payment  Review  Commission  have  already  made  their 
recommendations  to  Congress,  and  these  recommendations  include  a  rate  of  ii;crease  for 
surgical  services  and  a  rate  of  increase  for  non-surgical  services  as  mandated  by  OBRA 
'89,  ACR  believes  strongly  that  there  should  be  only  one  target  and  one  conversion  factor 
for  all  physician  services.  We  urge  the  Congress  to  reject  the  notion  of  separate 
targets.  The  relativity  of  the  RBRVS  fee  schedule  must  be  maintained  if  it  is  to 
accomplish  that  which  it  has  been  designed  to  do.  Separate  targets  would  undermine  its 
relativity,  causing  the  profession  to  splinter  into  different  groups  negotiating  different 
targets. 

ACR  further  believes  that  if  separate  targets  by  categories  of  service  are  to  be 
implemented,  there  should  be  no  separate  conversion  factor  fee  update  for  those 
services.  A  separate  conversion  factor  would  further  undermine  the  relativity  of  the 
RBRVS  fee  schedule.  Again,  the  College  strongly  advocates  that  as  few  targets  as 
possible  and  one  conversion  factor  be  used  to  maintain  the  relativity  of  the  RBRVS  fee 
schedule. 

Unfounded  Physician  Behavioral  Assumptions 

In  the  Secretary  of  Health  and  Human  Services  Report  to  Congress  —  Relative  Value 
Scales;  Issues  and  Options  (October  1989),  the  Department  offers  an  unfounded  physician 
behavioral  assumption  that  physicians  receiving  a  reduced  payment  under  the  new  fee 
schedule  will  offset  their  losses  by  increasing  the  volume  and  intensity  of  services 
provided  by  an  estimate  of  50  percent.  The  report  states:  "It  is  the  position  of  the 
Department  that  the  50  percent  behavioral  response  is  most  likely"  (page  4-11).  The 
ACR  takes  issue  with  this  statement,  believing  this  to  be  a  faulty  assumption.  This  also 
raises  concerns  for  us  as  to  how  the  Department  will  be  calculating  the  conversion 
factor,  and  whether  it  will  be  calculated  correctly. 

We  urge  Congress  to  be  mindful  that  this  is  an  unfounded  assumption,  one  for  which  nd 
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evidence  exists.  It  is  our  hope  that  Congress  will  urge  the  Department  to  wait  until 
physician  behavioral  assumptions  regarding  an  increase  in  the  volume  and  intensity  of 
services  be  documented  before  such  a  figure  can  be  used  in  calculating  the  conversion 
factor.  Again,  using  this  unfounded  50  percent  assumption  regarding  the  rise  in  physician 
expenditures  —  volume  and  intensity  --  in  the  conversion  factor  would  undermine  the 
RBRVS  fee  schedule.  ACR  understands  Congress'  concerns  over  the  volume  of 
ineffective  services,  and  we  share  your  commitment  to  address  the  problem.  We  must 
work  together  to  ensure  that  the  factors  considered  in  calculating  solutions  to  the 
volume  problem  are  accurate  and  based  on  empirical  data,  not  assumptions. 

Practice  Guidelines  as  a  Means  of  Controlling  Volume 

As  stressed  above,  the  ACR  shares  Congress'  concerns  over  the  increasing  volume  of 
ineffective  medical  services.  We  do  firmly  believe  that  practice  guidelines,  if  developed 
and  applied  in  an  appropriate  manner,  will  be  of  extreme  value  to  the  medical  profession 
in  determining  appropriate  care  and  controlling  volume.  There  is  great  need  for 
consensus  within  the  medical  community  as  to  what  constitutes  appropriate  care.  The 
rise  in  medical  care  costs  highlights  the  need  for  such  a  consensus.  With  Medicare  costs 
alone  rising  an  average  of  15.5  percent  per  year  between  1975  and  1987  (40  percent  of 
this  increase  under  Part  B  resulting  from  an  increase  in  volume  of  services),  it  is  clear 
that  certain  standards  as  to  what  constitutes  effective  care  are  needed. 

It  has  also  become  apparent,  through  the  research  of  John  Wennberg,  MD,  and  others, 
that  there  are  great  variations  in  the  way  physicians  treat  their  patients.  Some 
variations  can  be  attributed  to  differences  in  medical  technology  and  facilities  across 
communities,  but  in  the  majority  of  cases  the  differences  are  purely  due  to  the  different 
approaches  taken  by  physicians. 

The  potential  delivery  of  inappropriate  care  is  perhaps  the  strongest  justification  for  the 
development  of  practice  guidelines.  An  example  may  be  the  estimated  17  percent  of  all 
coronary  angiograms  that  are  performed  without  appropriate  indications,  according  to 
the  research  of  Robert  Brook,  MD,  and  Mark  Chassin,  MD. 

The  ACR,  in  offering  strong  support  of  practice  guidelines,  would  suggest  several 
methods  of  development  and  application.  First,  and  most  importantly,  practicing 
physicians  must  be  involved  in  guidelines  development.  We  were  very  pleased  that  OBRA 
'89  included  the  establishment  of  the  Agency  for  Health  Care  Policy  and  Research 
(AHCPAR),  a  new  agency  which  will  oversee  development  of  practice  guidelines  by 
physician  groups,  and  that  the  agency  advisory  committee  has  a  physician  component.  In 
developing  guidelines  for  the  treatment  of  rheumatic  diseases,  rheumatologists  should 
have  the  lead  in  determining  the  range  of  appropriate  procedures  to  be  used  in  treating, 
for  example,  rheumatoid  arthritis,  osteoarthritis,  and  systemic  lupus  erythematosus. 
Input  must  come  from  practicing  rheumatologists  as  well  as  from  those  in  an  academic 
setting.  The  views  of  general  practitioners  and  orthopedists  who  provide  care  to  patients 
with  rheumatic  diseases  and  symptoms  must  be  considered  as  well.  The  limited  and  often 
non-specific  diagnostic  techniques  available  in  evaluating  patients  with  rheumatic 
diseases,  and  the  difficulty  in  evaluating  the  results  of  therapy,  make  it  essential  that 
the  rheumatologist  play  the  dominant  role  in  developing  any  guidelines  for  the 
management  of  these  diseases. 

Secondly,  though  the  medical  community  must  be  an  integral  part  in  the  development  of 
guidelines,  funding  for  this  research  must  be  the  result  of  public  and  private  sector 
cooperation.  The  ACR  has  been  supportive  of  the  funding  set  aside  by  Congress  for  the 
AHCPAR  and  would  support  additional  support  through  the  increased  generation  of  funds 
by  such  entities  as  foundations.  The  medical  community,  however,  should  have  a  large 
role  in  coordinating  the  research  and  development  of  practice  guidelines.  Congress,  the 
Department  of  Health  and  Human  Services,  and  private  foundations  should  all  increase 
available  funding  for  development  of  practice  guidelines. 

Thirdly,  the  issue  of  how  practice  guidelines  are  to  be  applied  must  be  considered. 
Various  applications  have  been  suggested,  but  under  any  system  the  guidelines  must  be 
used  as  an  educational  tool  for  physicians  in  providing  the  highest  quality  of  care. 
Practice  guidelines  could  also  voluntarily  be  used  by  physicians  in  examining  their  own 
performance.  Such  usage  could  be  extended  as  part  of  the  credentialing  process. 
The  many  applications  of  practice  guidelines  highlight  the  importance  of  determining 
their  most  effective  use.  The  ACR  would  urge  that  examination  of  appropriate 
applications  occur  simultaneously  with  research  and  development  of  practice  guidelines. 

As  ACR  believes  that  a  more  comprehensive  approach  in  addressing  the  issues  of  quality 
and  cost-effectiveness  of  care  will  be  beneficial,  we  support  tying  the  development  of 
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practice  guidelines  to  the  reform  of  the  physician  payment  system.  We  support 
development  of  guidelines  such  that  they  are  available  for  dissemination  and  use 
coincident  with  full  implementation  of  the  RBRVS.  It  is  our  hope  that  this  would  provide 
Congress  with  the  assurance  that  use  of  practice  guidelines  would  begin  to  have  a 
beneficial  affect  on  the  budget  no  later  than  FY  93. 

Finally,  as  practice  guidelines  are  developed,  the  ACR  urges  the  Congress  and  the 
Administration  to  coordinate  these  efforts  with  other  approaches  to  the  pressing  issues 
of  utilization,  quality,  and  volume  of  health  care.  ACR  believes  that  practice  guidelines 
offer  an  effective  means  of  ensuring  quality  care  and  controlling  volume.  However, 
these  guidelines  can  be  more  effective  if  developed  in  conjunction  with  other  measures, 
such  as  increased  data  collection  and  analysis  of  outcomes  (the  other  arm  of  AHCPAR 
which  we  fully  support);  the  development  of  more  effective  medical  review  programs; 
and  reform  of  the  physician  payment  system.  A  more  comprehensive  approach  will  be  of 
most  benefit  in  achieving  the  goals  of  increasing  the  quality  and  cost-effectiveness  of 
medical  care. 

Summary 

In  closing,  we  would  once  again  like  to  stress  our  commitment  to  work  with  the  Congress 
in  addressing  the  problematic  area  of  the  increasing  volume  of  medical  services.  We 
urge  Congress'  caution  with  the  Medicare  Volume  Performance  Standard,  particularly 
urging  that  their  be  a  single  target  and  single  conversion  factor  to  protect  the  intent  of 
the  new  RBRVS  fee  schedule.  We  also  ask  that  unfounded  behavioral  assumptions  such  as 
the  50  percent  increase  in  physician  expenditures  not  be  used  in  calculating  the 
conversion  factor.  The  Department  should  wait  until  such  a  figure  is  documented  before 
it  can  be  used  as  a  variable. 

ACR  is  strongly  supportive  of  the  use  of  practice  guidelines  to  control  the  volume  of 
ineffective  services.  We  believe  that  these  guidelines,  developed  with  input  from  the 
physician  community;  careful  determination  as  to  how  they  will  be  applied;  and  continued 
efforts  in  other  arenas,  will  favorably  affect  the  quality  and  cost-effectiveness  of 
medical  care. 
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The  Honorable  Pete  Stark 
Chairman 

Subcoiranittee  on  Health 

Committee  on  Ways  and  Means 

United  States  House  of  Representatives 

1114  Longworth  House  Office  Building 

Washington,  D.C.  20515 

Dear  Chairman  Stark: 

The  American  Society  for  Gastrointestinal  Endoscopy 
(ASGE)  would  like  to  submit  the  following  comments  for 
the  record  of  the  Subcommittee's  May  3  hearing  on  the 
volume  of  physicians'  services  under  Medicare.  ASGE  is 
a  medical  specialty  society  representing  over  4,000 
physicians  who  specialize  in  the  use  of  gastrointestinal 
endoscopy  in  the  diagnosis  and  treatment  of  patients  with 
digestive  diseases . 

As  noted  in  your  announcement  of  the  hearing. 
Medicare  continues  to  grow,  with  larger  increases  in 
physician  services  projected.  GI  endoscopic  procedures 
are  among  those  experiencing  the  largest  growth, 
estimated  to  be  20%  annually. 

In  the  prepared  statement  of  the  American  College 
of  Gastroenterology,  a  number  of  factors  explaining  the 
growth  in  numbers  of  endoscopic  procedures  were  listed. 
ASGE  agrees  that  all  of  these  factors  have  contributed 
to  their  increased  use. 

The  number  of  endoscopies  will  continue  to  increase 
because  of  their  great  benefit  to  the  patient  and  the 
physician.  The  issue  that  we  must  deal  with  is  whether 
all  the  services  being  provided  are  necessairy  and 
appropriate  and  represent  a  substantial  improvement  in 
outcome  over  some  other  service  such  as  surgery  or 
radiology. 


To  respond  to  these  kinds  of  questions,  ASGE  has 
been  developing  and  distributing  guidelines  and 
indications  for  the  appropriate  use  for  gastrointestinal 
endoscopy  since  1980.  A  copy  of  our  latest  compendium 
of  these  guidelines  is  attached.      These  represent  the 
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best  judgments  of  experts  in  the  different  techniques  and  the 
clinical  guidelines  have  been  endorsed  by  the  American 
Gastroenterological  Association  and  the  American  College  of 
Gastroenterology.  These  'guidelines  have  been  widely  circulated  to 
hospitals,  insurance  companies,  HMOs,  the  Physician  Payment  Review 
Commission,  Members  of  Congress  and  other  governmental  agencies. 
ASGE  has  urged  the  use  of  these  guidelines  as  the  basis  for 
determining  the  appropriateness  of  GI  endoscopy. 

In  order  to  assure  that  the  endoscopist  is  properly  qualified 
to  perform  the  service,  ASGE  recommends  that  individuals  performing 
GI  endoscopy  document  training  in  recognized  and  approved  training 
programs  and  demonstrate  competence  in  the  procedures  they  preform. 
Hospitals  should  credential  any  physician  based  on  demonstrated 
training  and  competence. 

ASGE  believes  that  a  combination  of  documented  training, 
demonstrated  competence  and  the  use  of  these  guidelines  can  lead 
to  improved  patient  care  and  minimize  the  inappropriate  use  of 
endoscopic  services.  Medicare  should  adopt  these  standards  as  the 
basis  for  reimbursement. 

ASGE  is  reexamining  its  own  guideline  efforts  in  order  to 
strengthen  the  activity.  We  have  met  with  the  staff  of  the  Agency 
for  Health  Care  Policy  and  Research  to  determine  how  our  process 
might  assist  the  Agency  meet  its  responsibilities. 

The  other  side  of  the  coin  is  to  examine  whether  or  not  the 
use  of  an  endoscopic  technique  is  more  appropriate  in  the  treatment 
of  a  particular  disease  entity  than  some  other  diagnostic  or 
therapeutic  regimen.  Currently,  the  literature  in  this  area  is 
limited  and  ASGE  is  prepared  to  contribute  to  expanded  research  in 
this  field. 

ASGE  appreciates  this  opportunity  to  submit  this  statement. 
We  share  your  concern  that  the  Medicare  program  not  pay  for 
services  that  are  inappropriate  or  unnecessary.  ASGE  has  an 
extensive  history  of  developing  practice  parameters  that  can 
address  these  issues  directly  if  used  appropriately.  We  believe 
our  expertise  can  be  of  benefit  to  Congress  and  others  and  we  look 
forward  to  the  opportunity  to  work  with  the  Subcommittee  on  this 
important  issue. 


I  I 

[THE  ATTACHMENTS  TO-^THIS  LETTER  ARE  BEING  RETAINED  IN  THE  COMMITTEE 
FILES. ] 
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STATEMENT  OF  JAMES  G.  HOEHN,  M.D., 
AMERICAN  SOCIETY  OF  PLASTIC  AND  RECONSTRUCTIVE  SURGEONS,  INC. 


The  American  Society  of  Plastic  and  Reconstructive  Surgeons  (ASPRS) 
appreciates  the  opportunity  to  present  comments  on  FY  1991  budget  issues 
related  to  the  increase  in  the  volume  of  Medicare  physician  services. 

ASPRS  shares  concerns  of  the  American  College  of  Surgeons  (ACS)  in  that 
the  Society  has  been  a  consistent  advocate  of  separate  volume 
performance  standards  for  surgical  services.  A  separate  MVPS  will 
ensure  quality  care  and  provide  incentive  for  surgeons  and  surgical 
specialty  societies  to  take  a  significant  interest  in  working  closely 
with  policy  makers  to  set  appropriate  standards.  One  standard  for  all 
physicians'  services  will  provide  no  incentives  for  specialty  groups  to 
contr>ibute  quality  review  in  their  areas  of  expertise.  Additionally, 
the/  scope  of  medicine  is  too  broad  and  complex  to  consider  volume 
concerns  as  a  whole. 

ASPRS  also  agrees  with  the  ACS  in  that  the  proposed  MVPS  rates  for  FY 
1991  are  set  too  ""ow.  The  MVPS  should  not  be  determined  without  further 
consideration  of  factors  effecting  the  historical  growth  rate  in 
expenditures--technology,  access  to  quality  surgical  services,  and 
intensity. 

Regarding  changes  in  technolgy,  as  you  know,  the  Physician  Payment 
Review  Commission  (PPRC)  recently  requested  information  regarding  new 
technologies  and  procedures,  outmoded  and  obsolete  technologies  and 
procedures,  and  guidelines  on  appropriate  levels  of  care  from  each  of 
the  specialty  societies.  ASPRS  compiled  a  report  consisting  of  this 
information  along  with  comments  on  several  procedures  related  to  plastic 
surgery  which  are  infrequently  used. 

The  Society  will  also  work  with  representatives  from  each  of  the 
specialty  societies  and  general  surgery  in  a  meeting  convened  by  the  ACS 
to  identify  new  developments  in  surgery,  assess  the  possible  impact  of 
these  developments  on  the  frequency  of  use  by  Medicare  patients, 
evaluate  the  impact  on  existing  services  and  procedures,  and  discuss  the 
services    for   which    frequencies  are  declining. 

ASPRS  realizes  the  importance  of  such  efforts  to  better  define  the  MVPS 
concept  and  is  eager  to  contribute  to  future  activities  relating  to  FY 
1991  budget  issues  and  physician  payment  reform  to  ensure  that  this 
program  is  developed  and  implemented  in  the  most  reasonable  manner 
possible.  Additional  information  provided  by  these  efforts  will  also 
enhance  that  which  is  now  known  so  that  1991  rates  could  be  adjusted 
accordingly. 

ASPRS  appreciates  the  opportunity  to  express  its  views  regarding  the  FY 
1991  budget  issues  related  to  the  increase  in  the  volume  of  Medicare 
physician  services. 
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STATEMENT  OF  THE  RENAL  PHYSICIANS  ASSOCIATION 

FY  91  BUDGET  ISSUESTIELATED  TO  THE  INCREASE 

IN  THE  VOLUME  OF  MEDICARE  PHYSICIAN  SERVICES 

The  Renal  Physicians  Association  (RPA)  welcomes  this  opportunity  to  submit  a  statement 
for  the  hearing  record  of  the  Ways  and  Means  Subcommittee  on  Health  on  FY  91  budget 
issues  related  to  the  increase  in  volume  of  Medicare  physician  services. 

We  are  a  professional  organization  of  some  1500  nephrologists  nationwide,  whose  goals 
are:  1)  to  ensure  optimal  care  under  the  highest  standards  of  medical  practice  for 
patients  with  renal  disease  and  related  disorders;  2)  to  act  as  a  national  representatie 
for  physicians  engaged  in  the  study  and  management  of  patients  with  renal  disease  and 
related  disorders;  and  3)  to  serve  as  a  major  resource  for  the  development  of  national 
health  policy  concerning  renal  disease. 

We  would  like  to  use  this  opportunity  to  reiterate  some  of  our  concerns  surrounding  the 
calculation  and  use  of  the  Medicare  volume  performance  standard  (VPS),  and  then  to 
stress  our  support  of  the  use  of  practice  guidelines  as  a  means  of  controlling  the  volume 
of  services. 

Medicare  Volume  Performance  Standard  and  the  Conversion  Factor 

RPA  has  concerns  about  separate  targets  (or  VPS)  for  surgical  services.  Though  we  are 
aware  that,  as  mandated  by  OBRA  '89,  the  Department  of  Health  and  Human  Services 
and  the  Physician  Payment  Review  Commission  have  made  their  recommendations  to 
Congress  for  a  target  rate  of  increase  for  surgical  services,  as  well  as  one  for  non- 
surgical services,  we  would  prefer  that  there  be  one  target  for  all  physician  services.  A 
single  target  maintains  the  integrity  of  the  newly  enacted  RBRVS  fee  schedule  and  wiU 
prevent  the  medical  profession  from  splitting  into  numerous  groups  to  negotiate  separate 
targets.  We  strongly  believe  that  the  profession  should  work  together,  collectively 
determining  the  best  means  of  controlling  the  volume  of  ineffective  services. 

If,  however.  Congress  determines  that  separate  targets  are  appropriate,  we  urge  that 
there  be  no  separate  conversion  factor  update  for  each  service.  We  are  supportive  of  one 
conversion  factor  for  all  services,  and  urge  Congress  to  move  in  this  direction.  We 
caution  against  the  approach  of  separate  carve-outs  for  groups  of  physicians. 
Maintaining  as  few  targets  as  possible  and  one  conversion  factor  update  will  maintain  the 
intent  of  the  RBRVS  —  that  of  relativity. 

The  Use  of  Practice  Guidelines  in  Controlling  the  Volume  of  Physician  Services 

The  RPA  has  supported  the  use  of  practice  guidelines  to  control  the  volume  of  Medicare 
services,  in  lieu  of  the  expenditure  target  or  Medicare  volume  performance  standard.  We 
strongly  believe  that  effectiveness  research  and  the  development  of  practice  guidelines 
offers  the  greatest  hope  of  appropriately  addressing  increases  in  the  volume  of  services 
provided  to  Medicare  beneficiaries.  We  believe  that  the  development  and  appropriate 
use  of  practice  guidelines  is  even  more  important  now,  in  light  of  the  recently  enacted 
VPS.  Moderation  of  growth  in  services  must  be  accomplished  without  compromising  the 
quality  of  care,  and  we  believe  that  the  use  of  practice  guidelines  can  meet  this 
objective. 

We  have  supported  provisions  in  OBRA  '89  to  establish  funding  mechanisms  for  the 
development  of  practice  guidelines.  We  were  pleased  that  OBRA  '89  established  the  new 
Agency  for  Health  Care  Policy  and  Research  (AHCPAR)  to  oversee  guideline 
development  and  carry  out  effectiveness  research,  and  believe  that  it  is  now  incumbent 
upon  the  medical  profession  to  work  closely  with  this  agency.  We  feel  that  physician 
groups  must  take  the  lead  in  developing  guidelines.  In  developing  guidelines  for  the 
treatment  of  renal  and  renal-related  conditions,  nephrologists  must  have  the  lead  in 
determining  the  range  of  appropriate  procedures  to  be  used  in  treating  these  disorders. 
Input  should  come  from  practicing  nephrologists  as  well  as  those  in  an  academic  setting. 
We  appreciate  the  balance  which  has  been  achieved  in  the  AHCPAR  between  actual 
guideline  development  and  outcomes  assessment. 
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Our  commitment  to  the  appropriate  use  of  practice  guidelines  and  our  strong  belief  that 
they  are  the  best  means  of  addressing  the  problem  of  ever  increasing  volume  in  Medicare 
services  has  led  the  RPA  board  to  make  a  decision  to  set  aside  funding  specifically  for 
guideline  development.  We  are  now  in  the  process  of  establishing  a  committee  to 
spearhead  these  efforts.  We  are  also  a  member  of  the  Coordinating  Committee  on 
Physician  Payment  Reform  (CCOPPR),  a  committee  consisting  of  internal  medicine 
subspecialty  societies  that  wori<s  to  achieve  consensus  on  key  payment-related  issues 
affecting  internal  medicine.  This  group  has  agreed  upon  a  set  of  principles  that  included 
support  for  development  of  guidelines  by  specialty  and  subspecialty  societies  in  order  to 
maintain  and  improve  quality  and  to  help  ensure  that  services  reimbursed  by  the 
government  and  other  payers  are  appropriate;  support  of  the  role  of  the  AMA  in 
facilitating  the  development  of  practice  guidelines,  including  providing  guidance  to 
specialty  societies  on  the  methodology,  format  and  method  of  distribution  required  to 
make  guidelines  useful  to  physicians  and  payers;  and  support  of  adequate  public  and 
private  funding  for  the  development  of  practice  guidelines  and  assessment  of  the 
guidelines  impact  on  quality,  appropriateness,  and  cost  of  care.  We  have  also  been  an 
active  participant  since  1988  in  the  AMA's  efforts  to  develop  the  principles  which  should 
guide  the  development  of  practice  guidelines. 

RPA  is  also  committed  to  the  appropriate  development  and  use  of  the  renal  registry,  or 
United  States  Renal  Data  System  (USRDS).  The  USRDS  was  created  in  1988  to  provide 
needed  information  on  the  causes,  diagnoses,  and  treatments  of  kidney  failure.  It  is  to  be 
a  collaborative  effort  between  the  National  Institutes  of  Health  (NIH)  and  the  Health 
Care  Financing  Administration  (HCFA)  to:  1)  collect  comprehensive  national  data  on  all 
patients  with  kidney  failure,  2)  report  the  incidence,  prevalence,  and  mortality  of 
patients  with  kidney  failure  in  the  U.S.,  3)  identify  problems  and  important  research 
topics  for  more  focused  study  by  scientists  and  organizations  with  expertise  in  kidney 
disease  research,  and  4)  determine  the  best  treatments  for  individual  patients.  RPA 
believes  that  the  USRDS  can  be  an  extremely  important  resource  to  ensure  quality  of 
care  in  the  ESRD  program,  and  in  turn,  to  cut  down  on  overutilization.  Though  it  is  not 
yet  fully  implemented,  and  the  NIH  and  HCFA  appear  to  be  ironing  out  some  difficulties, 
we  believe  that  this  is  correctly  a  collaborative  effort  between  these  two  agencies.  The 
melding  of  of  these  agencies^individual  expertise  in  the  areas  of  cost,  quality  and  science 
will  result  in  a  wealth  of  data  that  will  be  a  great  resource  to  the  medical  community. 
We  urge  Congress'  attention  to  this  important  resource,  and  would  welcome  your  support 
in  seeing  that  the  USRDS  is  correctly  implemented.  ^ 

As  practice  guidelines  are  developed,  we  urge  the  Congress  and  the  Administration  to 
coordinate  these  efforts  with  other  approaches  to  address  pressing  issues  such  as 
utilization,  quality,  and  volume  of  health  care.  RPA  believes  that  practice  guidelines 
offer  an  effective  means  of  ensuring  quality  care  and  controlling  the  volume  of  medical 
services.  These  guidelines  will  be  even  more  effective  if  they  are  developed  in 
conjunction  with  other  measures,  such  as  increased  data  collection  and  analysis  of 
outcomes,  development  of  more  effective  medical  review  programs,  and  continued 
refinement  of  the  physician  payment  system.  A  more  comprehensive  approach  will  be  of 
most  benefit  in  achieving  the  goals  of  increasing  the  quality  and  cost-effectiveness  of 
medical  care. 
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